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What Difference Does it Make? 


Have you ever had the feeling that your vote isn’t very 
important? Well, doctor, you have a lot of company! In 
November 1948, 45,000,000 persons 21 years of age or 
older did not vote. Now even greater issues confront us, and 
the balance of power lies with one-third of our people who 
care so little they won't drive out of their way to vote. 

In Texas in 1948, a Senator was elected by fewer than 
100 disputed votes. In any national election year, a 55 to 65 
per cent turnout of those of voting age is regarded as phe- 
nomenal. Yet in Britain, Sweden and other northern Euro- 
pean countries, an 80 to 88 per cent vote is customary. 

Thomas Jefferson said that that government is strongest 
“of which every man feels a part.” When 30 per cent of our 
adult population fails to vote, it raises a serious question 
about the sense of responsibility of our people and the 
security of our republic. 

Sophisticated cynics tell us that voting is a waste of time, 
that government is so complex even the dedicated citizen is 
unable to assimilate enough information about platforms, 
compromises, and policies to vote intelligently. Unfortu- 
nately, many subscribe to these specious contentions. True, 
we sometimes do not have all the information we would 
like to have in deciding how to vote. Nevertheless, we can 
select the man whose expressed political and economic 
philosophy comes closest to our own, and thereby exercise 
intelligently our right of suffrage. 

Every political expert anticipates a close election. A few 
thousand votes may be decisive in selection of the next pres- 
ident. Let us be certain that members of the medical pro- 
fession and their wives, with so much at stake, exercise 100 
per cent their citizenship franchise. 
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Professional Nurse Education 


Changes are manifest in established trends 
of professional nurse education in the United 
States. The traditional diploma program con- 
ducted by hospital schools of nursing on the 
basis of 3 calendar years is being superseded 
by professional nurse programs in institutions 
of higher education. 

An increasing number of controlled pro- 
grams for nurse education in junior and com- 
munity colleges is being established on the 
basis of 2 academic years (18 months) or 2 
calendar years (24 months), or a modification 
of these two plans. Also increasing is the num- 
ber of collegiate schools of-nursing, which are 
showing a definite trend toward 4 academic 
years (36 months) instead of 4 calendar years 
(48 months). 

In view of the changes in professional nurse 
education, the Board of Nurse Examiners for 
the State of Texas, in cooperation with repre- 
sentatives of related health organizations, has 
developed a new curriculum plan for continu- 
ing support of the diploma program of hos- 
pital schools of nursing. 

To develop the new program, it was neces- 
sary to determine what was education and what 
was compensation in the existing educational 
programs of nursing schools. A study was made 
of the moral and spiritual values of nurse edu- 
cation as related to human beings—the pa- 
tients, of the materialistic requirements of edu- 
cation, and of compensation related to the 
socioeconomic needs of school life. All profes- 
sional health workers have a moral obligation 
in the care of the sick. If they fail to recognize 
supply as related to demand, they fail in their 
humanitarian services. 

The “new look” of the curriculum plan of- 
fers new hope and greater opportunity to hos- 
pital schools of nursing. It also enables pro- 
gressive advancement of collegiate nurse edu- 
cation and junior college controlled programs. 
The program was inaugurated to meet the 
needs of industrial expansion and population 
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growth of Texas. An amendment to the Nurse 
Practice Act enables the Board of Nurse Exam- 
iners to endorse an increasing number of pro- 
fessional nurses coming to Texas after gradua- 
tion from the shorter programs of nursing, 
without penalizing them. Only 7 states continue 
to require 3 calendar years for the endorsement 
of registered nurses from other states. 

There are two plans in the new program. 
The basic curriculum for either of the plans is 
divided into three phases: 

Phase I (36 weeks) includes basic sci- 
ences and other courses with their applica- 
tion to nursing care. Required college 
courses are acceptable as transferrable cred- 
it from any college in the United States. 

Phase II (76 weeks) includes courses in 
medical, surgical, maternal and child care, 
and psychiatric nursing. 

Phase III (12 weeks) includes intensive 
nursing experience. This experience is flex- 
ible to enable faculty members to guide the 
student in selected areas of clinical practice 
for continued preparation in her profes- 
sional work. 

Of the 25 hospital schools of nursing in the 
state, 15 are now conducting the new program. 
Three other hospital schools of nursing are con- 
sidering the institution of such a plan. 

The new program has many advantages: 
These include: 

Greater coordination and utilization of 
students’ assignments in clinical laboratory 
work and supervised practice to improve 
patient care at reduced cost. 

Greater satisfaction to students and hos- 
pital management. The 40 hour week, of 
which 24 hours are allotted to education 
and 16 to additional supervised practice 
are uninterrupted by formal classes or field 
trips. Students are given a greater oppor- 
tunity to exercise intellectual ability and to 
apply the theoretical concept of total health 
in practical situations. 

Greater benefit to patients because of 
students’ professional attitudes. Concurrent 


TEXAS State Journal of Medicine, OCTOBER, 1960 





teaching supported by case method assign- 
ments and nursing care plans is conducive 
to high scholastic achievement and perform- 
ance. 

Improvement in management of fresh- 
men students who are permitted to live “at 
home.” 

Educational advantage of students who 
have transferred into the school of nursing 
after having completed all required aca- 
demic or college courses. 

Predicted increase in students who will 
graduate from schools of nursing. 

Greater academic respectability of facul- 
ty members in their positions of educators. 

The Board of Nurse Examiners will continue 
to work with participating hospital schools of 
nursing in implementation of the new curricu- 


lum to improve patient care. 


—JULIA C. KASMEIER, Director of 
Programs, Board of Nurse 
Examiners for the State of Texas. 


The Infection Problem as it 


Applies to Surgery 


As recently as 20 years ago, surgeons had a 
healthy respect for bacteria and infections. The 
aseptic Operating room ritual was strictly ob- 
served, and postoperative dressings were care- 
fully changed. Isolation technique was enforced 
to separate “dirty” cases from “clean” ones. 
Hand washing was prevalent. It was necessary 
to culture and identify bacteria in infected 
wounds so that specific therapy could be started, 
if available, as there were no “shotgun” anti- 
biotics. 

As more potent antibiotics were developed, 
the bacteriologist and the culturing of infected 
wounds were forgotten, because by use of the 
“wonder drugs” the infection could be under 
control before the culture report was available. 
Infections were no longer considered a prob- 
lem. Surgical patients were treated prophylac- 
tically with antibiotics to prevent any type of 
infection. Antibacterial soaps were developed, 
and the surgeon needed to scrub his hands for 
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only 3 minutes instead of the usual 10. The old 
proved methods of preparing the operative site 
were discarded, the newer soaps were substi- 
tuted, and everything seemed wonderful. Sur- 
geons all over the country were lulled into a 
sense of complacency, and the basic funda- 
mentals which pioneer surgeons had labored so 
hard to teach were forgotten. All went well 
until about 5 years ago, when the incidence of 
infections in clean surgical wounds began to 
increase rapidly. This trend has continued, and 
is a real problem today. 

In spite of recent adverse publicity, there is 
no reason for hysteria or an attitude of defeat- 
ism among members of the medical profession. 
If we adopt a realistic attitude and use a little 
common sense for prevention and treatment 
of infection, we can control it. Although the 
antibiotics are responsible for the development 
of this problem, physicians are certainly better 
prepared to deal with it than before the intro- 
duction of these drugs. Nevertheless, many of 
the points of technique elaborated by the pio- 
meer surgeons concerning the prevention and 
spread of infections need to be relearned. The 
bacteriologist is regaining the respect to which 
he is entitled. 

Staphylococcal disease has always existed. 
Two new developments, however, have caused 
it to become a serious problem in hospitals: 
(1) the emergence of antibiotic-resistant strains 
of staphylococcus and (2) the emergence of 
strains with epidemic potential. This disease 
first appeared in hospitals, for that was the 
environment of the antibiotic-resistant organ- 
isms, but at present it is fairly common outside 
the hospital, as well. 

These infections assume particular impor- 
tance in surgical patients as most of them have 
wounds into which infection may be introduced, 
either at time of operation or in the postopera- 
tive period. However careful the surgeon may 
be, he still feels bad if one of his “clean” cases 
becomes infected. Any infection in the post- 
operative period is associated with increased 
morbidity. Postoperative staphylococcal infec- 
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tions are most commonly wound infections and 
result in minimal morbidity. They can become 
major complications, however, and in some in- 
stances cause death. Furthermore, any infected 
surgical wound is a potential source of cross 
contamination of other clean wounds. 

If these infections are treated with an anti- 
biotic to which the offending organism is not 
sensitive, the resistant organism is left unop- 
posed and a minor infection converted into a 
serious, often generalized one. To carry out 
effective treatment, a culture and sensitivity 
test must be performed and an appropriate 
antibiotic given. Each surgeon should become 
familiar with the resistance patterns prevalent 
in his institution. By so doing, he will be able 
to start administration of the correct antibiotic 
in most cases before sensitivity studies are com- 
pleted. Minor infections such as furuncles and 
minor wound infections may not require anti- 
biotic treatment, merely drainage and heat. Pa- 
tients with major infections, particularly those 
with systemic symptoms, should have therapy 
with the appropriate antibiotic. Probably more 
important than active treatment of infections 
are measures directed toward their prevention 
and spread. The control measures adopted must 
apply to the entire institution. Full cooperation 
of all employees is mandatory if the plan is to 
succeed. General control measures should pro- 
vide for the protection of susceptible patients 
from staphylococcal disease, isolation of infec- 
tious patients and personnel, control of carriers, 
energetic treatment of active disease, and pro- 
tection of the hospital from outside infections. 


Specific measures for control and prevention 
include reactivation of the proved “common 
sense” measures of asepsis which all physicians 
have been trained to use. The surgeon should 
adhere rigidly to the aseptic ritual in the operat- 
ing room, including a 10 minute hand scrub 
and a 10 minute cleansing of the operative 
area, if postoperative infections are to be de- 
creased. I also believe it is important to discon- 
tinue the prophylactic use of antibiotics in 
clean surgical cases. 
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The staphylococcal problem cannot be en- 
tirely eradicated. Nevertheless, with common 
sense, a few regulations, and the cooperation 
of personnel, an adequate control program can 
be established in any hospital. 


—EDWARD B. ROWE, President, 
Texas Traumatic Surgical Society, 
Galveston, Texas. 


The United Fund 


The United Community Campaigns, embrac- 
ing United Funds and Community Chests, have 
been called “the world’s largest voluntary fund- 
raising effort for health and welfare services.” 
Most of these once-a-year drives are conducted 
between Labor Day and Thanksgiving. 


Last year more than $450,000,000 was con- 
tributed by Americans through individual and 
corporate gifts. 


The organizations benefited by these cam- 
paign funds are many, and include a wide cross- 


Give 


The 





section of the population. From babies (adop- 
tion services, day nurseries) to the aged (homes 
for the aging, golden age clubs )—all segments 
of society are included in the services made pos- 
sible by annual contributions to the funds. 


Doubtlessly, many physicians already have 
pet” charities to which they contribute gen- 
erously. In their budget this year they may 
wish to include, as well, a gift to the United 
Fund or Community Chest in their locality, 
where they will see many of the projects en- 
abled by the fund drive materialize. 


ory 
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OUR MEDICAL ASSISTANTS 


The career of medical assistant continues to gain 
in stature. This is as it should be; the medical assist- 
ant is the #2 public relations emissary in the 
physician’s office. Often, she is delegated the addi- 
tional duties of business manager, receptionist, and 
office secretary. With these significant responsibili- 
ties, she obviously can help make or break her em- 
ployer’s practice. 

During the past 10 or 15 years, training pro- 
grams for medical assistants have been organized. One which has 
proved effective is a 12 month course by an accredited secondary 
school, with the cooperation of the medical society and hospitals in 
the community. In addition, there have been a number of “brush-up” 
sessions with emphasis on public relations for women already em- 
ployed as medical assistants. 

The medical assistant must be endowed with many attributes. Most 
essential is the ability to establish friendly relationships with people. 
This fundamental trait requires an inherently friendly disposition, 
talent, love for, and desire to work at the job. 

Every one of us individually should make an inventory of the 
front office assistant. She should be encouraged to join her professional 
organization and to contribute to its activities and educational pro- 
grams. She should be given background information to help build 
good public relations for the physician’s office. Literature of this type 
can be obtained from state and national medical societies. The Ameri- 
can Medical Association has published a handbook for physicians’ 
aides entitled, “Winning Ways with Patients.” The Association also 
makes available, through state and county societies, planning packets 


for meetings of medical assistants, with enclosures emphasizing good 
public relations. 


Dr. OWEN 


We should let our medical assistants know that we consider them 
integral members of the health team. They should be given the in- 
centive and the opportunity to learn newer and better work methods. 
Most medical assistants are sincere women anxious to put their activities 
in their employers’ offices on a high professional plane of efficiency. 
They are our allies—and next to us—our best public relations repre- 
sentatives. We should help them to render even more effective service. 


Reig tetas 
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A column for readers’ assents, dissents, and 
comments, selected monthly by the 

official advisory committee of the Texas 
State Journal of Medicine 


“Small Voice of Conscience’ 
Answer to VA Problem 


(The following comments were written 
by Dr. Ben Walpole of Houston in re- 
sponse to the contribution by Dr. Mil- 
ton V. Davis of Dallas in the Pro/Con 
section of the August, 1960, Journal, en- 
titled “Physician Holds Key in Control- 
ling VA Medical Program.”) 


I read with much interest Dr. Milton V. Davis’ 
comments in Pro/Con in the August issue of the 
Texas State Journal of Medicine. 1 follow each of 
his arguments, but not the final conclusion. 

I fail to see how the refusal of private physicians 
to send patients to Veterans Administration hospitals 
could effect a decrease in the in-patient census. All 
the veteran needs to do to circumvent the physician 
who refuses to send him there is to go through the 
admitting office of the VA hospital. Most of the 
patients whom I have treated as private patients who 
have been in VA hospitals at one time or another 
have done just that. 


The only answer is the “small voice of conscience” 
of the individual physician. All decent men and 
women desire only the finest care for the veteran 
whose disability is the result of service to his coun- 
try. However when, as Dr. Davis states, “Regularly 
66 per cent of in-patients and 85 per cent of patients 
discharged are treated for conditions in no way. re- 
lated to service-connected disability,” it becomes a 
matter of conscience for the individual physician 
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whether he will aid the widespread philosophy that 
the government owes everyone a living. 

I have known but one physician, who after serving 
for 3 or 4 months as a consultant to the VA hospital 
and who after surveying the situation as described, 
at a time when he himself was under considerable 
financial stress, decided it was contrary to his per- 
sonal ethics to accept money from the government 
to treat nonservice-connected disability patients. He 
wrote a letter to the VA to this effect and resigned. 
More often I have heard physicians cynically refer to 
the set-up in which they accepted remuneration, often 
with unflattering references to the myriads of so-and- 
so’s cluttering up VA hospital beds and detracting 
from the legitimate care due the real disabled vet- 
eran. 


It is indeed a curious turn of thought on the part 
of the VA that the services of a hospital must be 
expanded for the maintenance of a residency pro- 
gram. The next step will be to inaugurate an obstet- 
rical residency on the specious argument that it is 
necessary in order to have a pediatric service. 


All of these things involve much fundamental 
philosophy in the retreat from individual responsi- 
bility on which I could write at length, but it ap- 
pears that many physicians are no less vulnerable 
to the appeal of getting something for nothing than 
are their equally gullible lay brethren. 

—BEN WALPOLE, M.D., Houston. 
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ORIGINAL 


ARTICLES 


Arteriosclerotic Occlusive Disease 
of the Aorta and Major Arteries 


Current Concepts of Surgical Therapy Denton A. Cooley, M.D. 


Development of direct and aggresswe 
surgical approaches in arteriosclerotic 
occluswe disease has afforded relief of 
symptoms and salvage of extremities im 
many patients who could not have been 
benefited by indirect or less definitive 
methods of therapy. Lesions tend to occur 
initially as segmental lesions at certain 
anatomic sites. Recognition of clinical 
symptoms and demonstration of loss of 
pulsatile flow im the involved vessel should 
be followed by arteriographic studies. 
Once the location and nature of the 
lesion is determined and a patent distal 
arterial network is demonstrated, direct 
techniques of arterial reconstruction 
may be employed. 


URING THE past decade extensive clinical 

experience with surgical treatment of patients 
with occlusive lesions of major arteries has demon- 
strated the feasibility of a direct and aggressive 
approach to relieve ischemia in tissues distal to 
occlusion. This fundamental principle of therapy is 
widely accepted, since successful results are obtained 
only when pulsatile blood flow is restored. Most sur- 
gical and medical measures previously employed are 
of secondary importance in segmental arteriosclerotic 
occlusive disease. Two important facts are increas- 
ingly evident. The first is that arteriosclerosis begins 
as, and often remains, a localized and truly segmental 
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process; the second, that certain well-known sites 
of predilection exist for occlusive lesions which pro- 
duce recognizable clinical patterns or syndromes. For 
the most part, the strictly peripheral sites of predilec- 
tion are not amenable to surgical treatment although 


investigative efforts are also being directed toward 
successful management in these lesions. Lesions in 
the anterior descending coronary artery, middle cere- 
bral artery, and pedal vessels because of their an- 
atomic locations or small size make surgical efforts 
subject to a high failure rate. Other sites of predilec- 
tion for occlusive lesions in vessels more than 2 to 3 
mm. in diameter are well known to be favorable 
for definitive surgical treatment (Fig. 1). A consid- 
eration of diagnosis and management of occlusions 
in these vessels forms the basis for this presentation. 


DIAGNOSIS 


Many techniques of diagnosis have been advocated. 
Practically, however, only a few basic principles and 
techniques are needed to demonstrate the location, 
nature, and extent of the lesion. 

Physical Findings: An unfortunate tendency among 
many physicians who use various diagnostic aids has 
been a disregard for the fundamentals of physical 
diagnosis. Pedal pulses are located at almost constant 
sites in the foot, and the examiner should be able to 
palpate them as readily as he can the radial pulse. 
Not only pedal pulses, but also popliteal, femoral, 
and abdominal pulses, should be palpated in the 
attempt to localize an occlusive lesion. Auscultation 
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CAROTID 
BIFURCATION 
a VERTEBRO-SUBCLAVIAN 
JUNCTION 


AORTIC ARCH VESSELS 
(CAROTID-SUBCLAVIAN) 


SUPERIOR 


MESENTERIC RENAL ARTERIES 


AORTO-ILIAC 


FEMORO- 
POPLITEAL 


Fig. 1. Sites of predilection for arteriosclerotic occlusion 
for which definitive surgical treatment is feasible with 
low operative risk. 


is often necessary, since a bruit in the neck, inter- 
scapular zone, or abdominal aorta may localize accu- 
rately a carotid occlusion, coarctation of the aorta, or 
aorto-iliac occlusion. Comparison of blood pressure 
between extremities is often neglected in diagnosis. 
Oscillometry as applied to the extremities provides 
an objective measurement of the degree of vascular 
insufficiency. Too often, however, examiners using 
this method fail to apply the basic principles of 
diagnosis and have little knowledge of the actual 
location of the lesion. Sound knowledge and applica- 
tion of the principles of physical diagnosis are vital 
in the examination of a patient with arterial disease. 

Arteriography: An accurate, localized diagnosis is 
of prime importance since the success of vascular 
surgery depends upon selection of an optimal tech- 
nique of repair. Arteriography provides necessary in- 


From the Cora and Webb Mading Department of Sur- 
gery, Baylor University College of Medicine, Houston, 
Texas. 

Supported in part by the United States Public Health 
Service under grants H-3137 and HTS-5387 and by the 
Houston Heart Association. 
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formation concerning the lesion which can be gained 
by no other means, since it indicates the location and 
extent of the lesion and also demonstrates the status 
of the circulatory bed distal to occlusion. Of the two, 
the latter information is often the more important 
since any reconstructive procedure will fail if the 
run-off system is inadequate to handle the increased 
circulatory flow. Thus, arteriography is a necessary 
diagnostic method in arteriosclerotic occlusive disease. 
The usually low risk associated with these techniques 
is fully justified when weighed against the useful 
purpose which is served. 


OCCLUSIVE SYNDROMES 


Since arteriosclerosis tends to produce occlusions 
in ‘selected sites, symptoms and clinical findings are 
relatively uniform in character, producing recogniz- 
able patterns or syndromes. Familiarity with these 
enables easy recognition of the circulatory deficiency 
and prompt treatment. 

Carotid-Subclavian Occlusions (Aortic Arch Syn- 
drome): Lesions may be located at the origin of the 
main vessels from the aortic arch or at the bifurca- 
tion of the innominate artery into the subclavian 
and carotid arteries (Fig. 1). Clinical manifestations 
of disease depend upon the site of occlusion and the 
effect upon circulation of the brain, eyes, face, and 
upper extremities. Neurologic disturbances vary from 
mild and transient symptoms of headache, vertigo, 
diplopia, hemiparesis, aphasia, and syncope to epi- 
leptiform convulsions, complete paralysis, and death, 
depending upon the rapidity of occlusion. Ocular 
disturbances range from photopsia to blindness. 
Symptoms of arterial insufficiency in the upper ex- 
tremities are usually mild, consisting of weakness, 
easy fatigability, paresthesia, and claudication, but 
these are seldom incapacitating. Palpation of pulses 
in the arms and neck usually indicates the diagnosis. 
Differential blood pressures in the upper extremities 
also may give a good indication of the degree of 
arterial obstruction. A bruit above the clavicles or 
sternum may also be noted. 

Carotid Bifurcation Disease: The high incidence 
of this lesion has focused attention upon it as a cause 
of neurologic disorders. In a review of large num- 
ber of patients with cerebrovascular strokes, 90 per 
cent were the result of occlusive disease, either acute 
or chronic. Between 20 and 50 per cent of lesions 
causing the stroke are located near the origin of the 
internal carotid artery in the neck. Depending upon 
the rapidity of progression of the lesion, partial or 
incomplete occlusions are characterized by exacerba- 
tions and remissions of hemiparesis, aphasia, mental 
confusion (usually associated with bilateral lesions), 
and transient blindness. Unilateral numbness and 
weakness on the contralateral side with monocular 
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blindness are almost pathognomonic of carotid insuf- 
ficiency. Diminished carotid pulsation in the neck or 
pharynx and reduced pressure in the retinal artery 
are sometimes demonstrable. A bruit audible to the 
patient as well as to the examiner indicates the 
presence of the lesion. Explosive onset as a full-blown 
stroke is typical of complete thrombotic occlusion 
of the internal carotid artery or its branches. Emer- 
gency operation after carotid arteriography is usually 
necessary for complete clinical recovery in these 
cases. In approximately 60 to 80 per cent of patients 
who have sudden occlusion of the internal carotid 
artery, there are preceding minor neurologic epi- 
sodes, or so-called “little strokes.” Therefore, an ag- 
gressive surgical attack against the occlusive lesions 
in the cervical portion of the internal carotid arteries 
while symptoms are transient and before the crip- 
pling stroke occurs is logical. Carotid arteriography 
with use of local anesthesia demonstrates the seg- 
mental occlusive lesions, and should demonstrate the 
intracranial circulation also (Fig. 2). 

Vertebral-Basilar Artery Occlusion: The syndrome 
of basilar artery insufficiency consists of visual (cor- 
tical), cerebellar, cranial nerve, and bilateral motor 
and sensory disturbances. Among the symptoms of 
vertebral and basilar artery occlusion are rotational 
vertigo, disturbance in equilibrium, diplopia, bilateral 
blindness or hemianopsia, and bilateral sensory and 
motor impairment. Sometimes numbness, tingling, 
and pain in the face is the sensory complaint, and 
ataxia and lack of muscular coordination may mani- 
fest motor impairment. Since the right and left 
vertebral arteries join at the brain stem to form the 
basilar artery, location of the lesion cannot usually 
be determined by physical examination alone. Verte- 
bral arteriography by the trans-subclavian route with 
use of local anesthesia is essential in suspected cases 
for accurate diagnosis (Fig. 3). 


Renal Artery Occlusion: The association of renal 
artery occlusion and hypertension was elucidated in 
the famous experiments of Goldblatt in 1934; since 
then the pathogenesis of renovascular hypertension 
has been investigated extensively. More than a decade 


Fig. 2. (a) Left and (b) right carotid 
arteriograms in 56 year old patient 
with transient episodes of right hemi- 
paresis and aphasia showing severe 
stenosis of left internal carotid artery 
and partial stenosis on the _ right. 
Symptoms were relieved by bilateral 
endarterectomy and patch graft arter- 
ioplasty. 





ago nephrectomy was widely used as a means of 
relieving hypertension in the presence of an ischemic 
or contracted kidney usually destroyed by prolonged 
infection. These operations frequently were unsuc- 
cessful. Development of aortography has helped enor- 
mously in proper case selection for surgical treatment 
in renovascular hypertension. From a practical stand- 
point, not all patients with so-called essential hyper- 
tension can undergo aortography. Clinical features 


Dr. Denton A. Cooley of Houston 
presented this article before the 
Section on Surgery of the Texas 
Medical Association in Fort Worth 


3 on April 11, 1960. 


of renovascular hypertension are similar to those of 
essential hypertension, although in a few patients a 
bruit over the flank suggests the presence of stenosis. 
Since no one simple or completely satisfactory screen- 
ing study for renovascular lesions in hypertensive 
patients is available, several must be used in diag- 
nosis. About 50 per cent of patients with unilateral 
renal artery stenosis have abnormal excretory pyelo- 
grams, and the finding of a poorly functioning kid- 
ney should arouse suspicion. Differential renograms 
made with radioactive Diodrast sometimes indicate 
reduced renal flow in one kidney. Split renal function 
tests show reduced glomerular filtration rate, relative 
oliguria, and reduced sodium excretion on the af- 
fected side, but this study, unfortunately, is too com- 
plicated for practical purposes. Since diagnosis of 
renovascular hypertension depends upon accurate 
demonstration of stenosis by aortography, this tech- 
nique should be employed more frequently. 





Factors in the clinical history of a hypertensive 
patient which suggest the possibility of renal artery 
stenosis are recent, sudden onset of hyperterision; 
sudden increase in blood pressure in an already hyper- 











































































































































































































































tensive patient; appearance of symptoms after injury 
or illness; and rapid onset of hypertension in a pa- 
tient in the arteriosclérotic age group (40 to 60 
years ). 

Approximately 80 per cent of patients become 
normotensive after arterial restoration. The remainder 
are usually improved or respond to antihypertensive 
drugs more favorably than before operation (Fig. 4). 

Superior Mesenteric and Celiac Artery Occlusion: 
In recent years the clinical manifestations of an 
incomplete occlusion of the superior mesenteric artery 
have been recognized. Abdominal cramps after meals 
are common symptoms of this lesion and result from 
gastrointestinal ischemia. These symptoms are re- 
ferred to as intestinal or abdominal angina. In many 
patients defective absorption from the intestinal 
tract develops, and the result is a sprue-like syndrome 
with large semi-solid and sometimes liquid stools. 
Curiously enough, some patients have constipation 
and sluggishness of intestinal mobility. The lesion 
may be suspected from the clinical history, presence 
of a bruit in the epigastrium, and demonstration of 
undigested food in the stools. Diagnosis should be 
confirmed by abdominal aortography made with the 
patient in the lateral position. Complete or sudden 
thrombosis of the superior mesenteric artery rapidly 
causes gangrene of the mesenteric organs and usually 
ends fatally, emphasizing the need for early diagnosis 
of the occlusive lesion and surgical intervention 
when obstruction is only partial. 


Aorto-iliac Lesions: Occlusions of the terminal 
abdominal aorta and iliac vessels are among the 
commonest arteriosclerotic lesions demanding surgi- 
cal treatment, and fortunately the results are excep- 
tionally good. Symptoms consist of intermittent 
claudication involving the lower extremities, and 
almost all patients complain of calf pain on walking. 
Characteristically, however, symptoms involve the 
thighs, gluteal muscles, and hips. In high occlusions 
of the abdominal aorta, even the lumbar muscles 
become painful on walking. Reduced flow through 
the internal iliac arteries produces pelvic symptoms 
in both sexes, but these are most strikingly in the 
male in whom sexual impotence is a common com- 
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Fig. 3. (a) Right and (b) left verte- 
bro-subclavian arteriograms in 60 
year old patient who complained of 
dizziness and diplopia, showing com- 
plete occlusion of left vertebral artery 
in its midportion and stenosis of the 
right at its origin. Symptoms of basi- 
lar artery insufficiency were relieved 
by arterioplasty on right vertebral ar- 
tery. 


plaint. The most important physical finding is ab- 
sence of pulsation in the femoral arteries at the groin, 
but a faintly palpable femoral pulse may result from 
incomplete occlusion or the presence of an extensive 
collateral network. A systolic murmur or bruit may 
be audible over the abdominal aorta or femoral ar- 
teries at the groin, and auscultation should always 
be employed in examination. Although oscillometry 
of the lower extremities may be useful, the single 
most important diagnostic test is translumbar aortog- 
raphy. In most of these patients patent distal cir- 
culation is present unless extensive gangrene of the 
lower extremity is also present. Since surgical treat- 
ment produces more than 90 per cent good results, 
clinical recognition of this type of lesion is of special 
importance. Translumbar aortography with use of 
general anesthesia carries a low risk to the patient 
and provides accurate localization of the occlusive 
lesion (Fig. 5). 


Femoropopliteal Lesions: A site of predilection for 
arterial occlusions distal to the inguinal ligament is in 
Hunter's adductor canal. Occlusive lesions at this site 
characteristically produce claudication confined to 
the calf, after the patient walks 50 to 100 yards. Such 
patients frequently have atrophic changes in the feet 





Fig. 4. (a) Translumbar aortogram in 52 year old 
woman with severe hypertension (210/120 mm. of 
mercury) showing stenosis of right renal artery with 
poststenotic dilatation of the artery. (b) Aortogram 2 
weeks after endarterectomy and patch graft arterio- 
plasty of the renal artery. Blood pressure was 150/90 
mm. after operation. 
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Fig. 5. Typical translumbar aorto- 
gram in patient with aorto-iliac occlu- 
sive disease. In (a) occlusion in the 
left external iliac artery is clearly 
demonstrated, and in (b) a normal 
peripheral arterial system is evident. 
Such lesions are favorable for graft 
bypass techniques. 


with ulceration and gangrene because of limited 
collateral blood supply. Femoral artery occlusions in 
the thigh may remain localized for long periods, or 
may progress rapidly. Femoral arteriography with 
use of local anesthesia is useful, since the success of 
surgical treatment depends to a large extent upon 
the nature and extent of the occlusive process in the 
popliteal and tibial vessels (Fig. 6). If an adequate 
popliteal-tibial run-off is available, use of a bypass 
graft or endarterectomy with patch graft angioplasty 
should be successful. 


SURGICAL TECHNIQUES 


Several techniques of arterial repair are used, each 
of which has specific advantages in specific situa- 
tions. The rapid advancement in this field of surgery 
is attributable largely to widespread use of arterial 
graft replacement. Although several years ago various 
homografts, autografts, and even heterografts were 
employed, synthetic prostheses are used almost ex- 
clusively at present in occlusive arterial lesions. A 
knitted Dacron graft with crimping to prevent “kink- 
ing” has proved the most satisfactory of all prostheses 
in repair of occlusive lesions. The graft is impreg- 
nated with blood before use to control bleeding 
through the interstices. Tissue growth into the graft 
enables firm healing and development of an internal 
lining which is adherent and smooth. These pros- 
















































theses have been implanted in patients for more than 
4 years without complications. In general, grafts in 
vessels of large caliber have a better prognosis than 
in small vessels, probably indicating that the rapidity 
of arterial flow controls the tendency for subsequent 
thrombosis to occur. 


Numerous techniques of repair are available for 
treatment in atherosclerotic occlusive lesions. A few 
are endarterectomy, arterial excision with graft re- 
placement, graft bypass, endarterectomy with patch 
graft, and various combinations of these procedures. 
Choice of the procedure often depends upon the 
personal preference of the surgeon, and in our surgi- 
cal group no firm rules have been established for use 
of any of these methods. The patch graft angioplasty 
has been used frequently in arteries of small caliber. 
In this technique a longitudinal arteriotomy for end- 
arterectomy is used but is not closed directly since 
this would cause stricture (Fig. 7). Instead a patch of 
knitted Dacron is sutured into the opening, widening 


‘this area and preventing subsequent occlusion (Fig. 


8). 


My own preference in carotid artery occlusion is 
endarterectomy with patch graft angioplasty. A simi- 
lar procedure is employed for subclavio-vertebral oc- 
clusions. This method is satisfactory for renovascular 
occlusions and localized occlusions of femoral and 
popliteal vessels. The bypass procedure using a Dac- 
ron prosthesis is preferred for aortic arch lesions, 
aorto-iliac occlusions, celiac and mesenteric occlu- 


Fig. 6. (a) Femoral arteriograms in 
patient with bilateral diffuse occlu- 
sions in popliteal and tibial branches 
representing poor vascular drainage. 
(b) Endarterectomy and patch graft 
arterioplasty restored circulation in 
left popliteal artery and prevented 
amputation. 








Fig. 7. Drawings showing the technical principle in 
patch graft arterioplasty. In (b) is shown the repaired 
longitudinal arteriotomy which would be employed after 
endarterectomy for an occlusive lesion of some length. 
Stenosis of the arteriotomy is almost inevitable unless a 


patch graft is inserted to enlarge the lumen at this 
point. 


Fig. 8. Photographs made at operation for subclavian 
vertebral occlusion. In (a) the small vertebral artery is 
shown at its junction with the larger subclavian artery; 


sions, and extensive segmental occlusions in the 
superficial femoral artery. Combinations of excision 
and bypass graft may be indicated in many instances 
in which aneurysmal and occlusive lesions coexist, as 
is frequently the case in aortic, iliac, and femoral 
artery disease. Heparin, 10 to 20 mg., is injected into 
the distal artery during the operative procedure to 
prevent peripheral thrombosis while a major vessel 
is occluded. After operation anticoagulants are seldom 
necessary, and may cause serious complications be- 
cause of the threat of hemorrhage in extensive ar- 
terial procedures. 


Sympathectomy in its various forms still occupies 
a place in surgical treatment, particularly in diffuse 
peripheral occlusive disease and primarily in instances 
in which grafting of the vessels is not possible. It is 
now fully appreciated that sympathectomy alone 
does not relieve the symptoms of intermittent claudi- 
cation but that it may help in the healing of recently 
formed cutaneous lesions produced by ischemia. Con- 
comitant lumbar sympathectomy is frequently used 
with femoropopliteal and aorto-iliac occlusions to 
enhance peripheral flow. Occasionally, however, post- 
sympathectomy neuralgia causes such disabling symp- 
toms that lumbar sympathectomy should not be used 
indiscriminately. Fortunately, this syndrome occurs 
in only a small percentage of patients undergoing 
sympathectomy and does not contraindicate the pro- 
cedure when used under proper conditions. 


® Dr. Cooley, Baylor University College of Medicine, 
Houston 25. 


the Dacron patch is also visible. In (b) the patch has 
been inserted in the longitudinal arteriotomy incision 
after endarterectomy. 
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Several “decholesterolizing” methods have been attempted with 
moderate success in various heart conditions. Triparanol (Mer/29) 
has proved to be more efficient and has produced less side reactions 


than other drugs. 


DECHOLESTEROLIZING MEASURES 
WITH CLINICAL OBSERVATIONS 
ON TRIPARANOL (MER-29) 


ELMER E. COOPER, M.D. 


Technical Assistance by 
Jane Deason, B.S., M.T. 


SAN ANTONIO, TEXAS 


NTIL THE PAST decade, patients with athero- 
sclerosis were considered “untouchables” when 
therapy was considered. Today we are beginning to 
suspect that atherogenesis is not inevitable, and that 
perhaps it may be preventable and reversible. 

Considerable ‘evidence has accumulated experi- 
mentally, clinically, and pathologically to correlate 
high serum cholesterol levels and atherogenesis. It is 
evident in diabetes mellitus, familial hypercholester- 
olemia and familial xanthomatosis. Epidemiologic 
studies’? indicate low incidence of coronary disease 
in populations with low cholesterol levels. In non- 
obese normotensive males with elevated cholesterol 
levels, Dawber’ found that the risk of arteriosclerotic 
heart disease increased by six times. 

Since there is no other rational line of attack, ag- 
gressive assault has developed on “decholesterolizing” 
methods. Lower cholesterol levels effected have not 
been impressive and have been short lived. The 
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measures also are often difficult to pursue, costly, 
associated with undesirable side effects, or potentially 
toxic. 


Decholesterolizing Methods 


Estrogens reduce atherogenic patterns of lipid 
spectra to those considered normal.* However, large 
doses are required and produce side effects of femin- 
ization in the male. There is loss of libido, potentia, 
and gynecomastia in many men so treated. In post- 
menopausal patients, there has been uterine bleeding. 
Because of the seriousness of the underlying disorder, 
however, several of my patients have chosen to con- 
tinue use of estrogens over a prolonged period. 

Beta-sitosterol, a phytosterol, was suggested by 
Peterson!® and others for reduction of cholesterol by 
prevention of absorption. Sitosterol combines with 
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TRIPARAN OL — Cooper — continued 


exogenous and endogenous cholesterol to form non- 
resorbable crystals and thus effects lowered serum 
cholesterol. My experience concerned its administra- 
tion to 25 patients.® Initially, results were impressive, 
but after 4 months its effect was less evident. It is 
believed that endogenous cholesterol production is 
increased to maintain homeostasis. This discourages 
the use of phytosterols. 

Nicotinic acid in large doses was found by Altschul 
and others? to be successful in lowering cholesterol 
levels by approximately 20 per cent. The suggested 
dose of 1 Gm., four to eight times daily, was tried 
for 6 months in a group of 18 patients from my 
private practice. There was considerable difficulty in 
cooperation. Loss of appetite, nausea, rash, pruritis, 
and several severe attacks of indigestion precluded 
continued use of this drug. In my experience, the 
average reduction in cholesterol was 13 per cent. 


Diet 


There is considerable difference in the incidence 
of coronary disease among ethnic groups. Many in- 
vestigators assume the differences to be related to 
diet. They believe that there is positive evidence of 
a decholesterolizing effect by the large intake of 
unsaturated fatty acids (high iodine number acids). 

Despite the high intake of fat in Eskimos, the 
incidence of coronary disease is low. Their diet of 
seal, fish, and other marine animals consists of fat 
characterized by unsaturated fatty acids. Keys!” noted 
that the major food of the Japanese, who have little 
atherosclerosis, is fish. The Latin people, with low 
coronary disease incidence, are olive oil eaters. In 
primitive areas such as Africa, China, Guatemala, and 
Okinawa, atherosclerosis is infrequent and mild. 
Maize, soybean, and sunflower seed are responsible 
for the high amount of unsaturated fatty acid in the 
diet of such peoples. Hammond’? has observed that 
fats make up less than 4 per cent of the total caloric 
intake of these natives. 

Fatty acids with low concentration of unsaturated 
acids promote higher serum cholesterol, whereas the 
fats with larger concentration of unsaturated fatty 
acids result in lowered serum cholesterol. Vegetable 
oils contain more of the unsaturated fatty acids than 
do animal fats and hydrogenated vegetable fats. Hy- 
drogenated shortenings are cotton seed or soybean 
oil in which the double bonds are saturated. 

Ahrens! found a linear correlation between degree 
of saturation of dietary fat and cholesterol levels. 
The highest cholesterol levels are found with butter 
and coconut oil; intermediate levels with palm oil, 
lard, cocoa butter, and olive oil; and lowest levels 
with peanut, cottonseed, and corn oil. 
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Despite these recognized facts, it is as difficult to 
regulate diets in atherogenic suspects as it is to try 
to discontinue use of nicotine in pulmonary cancer- 
ophobics. 


Heparin and Polysaccharides 


Engelberg and others have shown considerable 
success in the improvement of lipid patterns with the 
use of intermittent heparin therapy.® In 100 patients 
with coronary disease who were given 200 mg. of 
heparin subcutaneously twice weekly in a 2 year 
study, the resultant death rate was one-fifth as great 


as in a comparable coronary disease series treated 
without heparin. 


Dr. Elmer E. Cooper practices in- 
ternal medicine in San Antonio. 


Heparin also removes fat from the blood stream, 
and fat promotes thrombosis—especially during the 
first 4 to 6 hours after a meal. Alimentary lipemia, 
particularly that produced by butter fat, is associated 
with increased coagulability, platelet adhesiveness, 
adhesiveness and aggregation of erythrocytes, and in- 
creased viscosity. Coronary disease patients are known 
to have more intense postprandial chylomicronemia. 
Heparin effects clearing promptly. Nevertheless, the 
heparin regimen has proved to be, in the authors’ 
experience, expensive and troublesome for patients 
to pursue long. 


Inhibition of Cholesterol Biosynthesis 


In a recent 10 year survey by the National Heart 
Institute on the problems of cholesterol and athero- 
genesis, it was stated: “Studies of lipid metabolism 
have stressed the importance of cholesterol biosyn- 
thesis, as opposed to cholesterol intake, in determin- 
ing cholesterol balance.”1* 


Because the liver adjusts cholesterol production in 
accordance with amounts returned in biliary-enteric 
circulation, inhibition of synthesis is necessary to 
reduce cholesterol concentration. Reduction of endo- 
genous cholesterol synthesis by specific inhibitor 
could produce negative cholesterol balance and mo- 
bilize cholesterol from atheromatous plaques. 

During uricosuric agent studies, Merck Labora- 
tories found that benzmalecene inhibits cholesterol 
synthesis from C'-acetate or C'*-di-mevalonic acid 
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by rat liver homogenates. Also, in chronic toxicity 
studies, benzmalecene depressed cholesterol levels 
markedly in dogs, and hypercholesterolemia was in- 
hibited in cholesterol fed chickens. 

Benzmalecene proved effective in reducing serum 
cholesterol levels in 14 subjects (male and female, 
overtly atherosclerotic and normal) studied from 2 
to 9 months in the author's practice. The average 
cholesterol control for the group was 305.35 mg.; 
500 mg. benzmalecene was administered in capsules 
before 2 or 3 meals daily (diet unrestricted). Com- 
pared to controls, an average drop of 93 mg. per 100 
cc. occurred the first week, 103 the third week, 107 
che sixth, 96 the twelfth, 63 the twenty-second, 68 
he twenty-seventh and 100 at the thirty-sixth week. 
The overall average drop was 90 mg. per 100 cc. 

No toxic effects were observed in hematopoietic, 
cardiovascular or renal systems. Serum bilirubin, uro- 
vilinogen and alkaline phosphatase determinations 
were normal. In many patients, there was an increase 
in bromsulphalein retention. There was no jaundice, 
nor were bile salts found in the urine. The retention 
has been interpreted as functional inhibition of he- 
patic secretory transport mechanism for B.S.P. (en- 
zymatic activity ). 

Although cooperation and tolerance were excellent, 
continued work has been interrupted until a safer 
congener is available. When medication was discon- 
tinued, B.S.P. levels returned to normal. 

Triparanol (MER/29), synthesized by Frank P. 
Palopoli!* in 1956, is a new chemical entity, 1-{p- 
(B-diethylaminoethoxy) phenyl] -1-(p-totyl) -2(p- 
chlorophenyl) ethanol, with the structure shown in 
Fig. 1. 


Ca He ag “es, Mies 
coy, Na CCH o-¢ S-¢ -CH, — ¢\- L 


t 
CH3 
Fig. 1. Structure of Triparanol (MER/29). 


It is not a hormone, vitamin, unsaturated fatty acid, 
nor a phytosterol. Instead, it is an estrogen analogue 
lacking true feminizing effects. 

Radioisotope studies in animals and clinical radio- 
isotope studies in man pursued in the past 2 years 
by Blohm, MacKensie, Steinberg, Mobberly, Frantz, 
Gould, and others indicate that Triparanol partially 
inhibits cholesterol biosynthesis in various tissues and 
reduces tissue as well as serum cholesterol.!® 

In rats the specific inhibition in tissues reduced 
cholesterol levels in plasma by 62 per cent; in eryth- 
rocytes 40 per cent; liver 40 per cent; lung 33 per 
cent; skeletal muscle 27 per cent; aorta 21 per cent. 
Levels of cholesterol in brain and adipose tissue, 
however, were not altered significantly.’ 
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Furthermore, it was proved that inhibition of the 
synthesis of cholesterol occurs at the end stage in 
acetate conversion, namely at desmosterol (24-dehy- 
drocholesterol ) .17 

‘Hollander and Chobanion undertook studies of 
cholesterol metabolism with radioisotopes to deter- 
mine if the depression in serum cholesterol by Tri- 
paranol was accompanied by a shift into tissues. This 
could conceivably redistribute cholesterol into blood 
vessels. Results of their study led them to conclude 
that the apparent miscible body pool of cholesterol 
was reduced by almost one-half during Triparanol 
administration. These findings suggest that the 
drug is effective in reducing body cholesterol as well 
as serum cholesterol. 

In animal studies, Triparanol is virtually nontoxic. 
There is no evidence of hepatic damage; no effect on 
adrenal function; nor any disturbance in pituitary, 
Ovary, or estrogen target organs. After Triparanol 
treatment in animals, tissue studies were normal with 
one exception; there was depletion of lipids in the 
adrenals. However, adrenal function studies in ani- 
mals and man were normal. Ford® determined that 
adrenocortical function (plasma hydrocortisone, uri- 
nary 17-ketosteroid, and 17-ketogenic steroid) were 
normal during prolonged administration of Tripara- 
nol. 


Princeton Conference on Triparanol 


Long term experimental studies in over 500 pa- 
tients treated with Triparanol for almost 2 years 
(Princeton Conference on MER/29, December 16- 
17, 1959) were impressive in the lack of toxicity 
reported and the clinical safety assured. It was gen- 
erally accepted that Triparanol effected worthwhile 
reductions in serum cholesterol. Many additional in- 
teresting clinical observations were made by the 
investigators:'® Kountz noted improvement in those 
with intermittent claudication. Some of his patients 
with angina had fewer attacks during administration 
of the drug. Vaginal cytologic examinations showed 
mild estrogenic effect. One postmenopausal woman 
in his group had slight vaginal bleeding. Toro re- 
ported that 2 female patients who were completely 
bald before taking the drug grew hair again. Frantz 
noted significant concentration of desmosterol in 
serum of humans, as well as in rats treated. Todd 
observed a lack of appreciable effect on clotting 
mechanism. Blohm found no true estrogenic potency, 
but he thinks that it potentiates any estrogen already 
present. Russek presented a case with a prompt and 
sustained fall in cholesterol from 346 to 192 mg. 
Yet during the third month of medication, a second 
myocardial infarction developed. Estes noted potenti- 
ation of the effect of nicotinic acid in dosages which 
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ordinarily were ineffective alone. Steinberg showed 
that elevated levels of cholesterol produced by diet 
rich in saturated fatty acids could be lowered with 
Triparanol. One patient reported by Lisan, who had 
an electrocardiographic pattern with ST segment de- 
pressions, had a normal tracing during treatment and 
improvement in his angina. Two patients, during 
therapy, experienced sudden elevation of cholesterol 
levels and in each, coronary thrombosis followed. 
Any escape from hypocholesterolemic action of Tri- 


paranol usually was reversed by doubling or tripling 
the dose, according to Lisan. 


Clinical Experience 


I have given Triparanol to 51 patients of both 
sexes for from 1 to 9 months. Although most of them 
had overt atherosclerotic disease, 5 did not. The usual 
initial average oral daily dose was 500 mg. In 3 pa- 
tients with hepatic disease, 750 mg. was required to 
effect appreciable reductions. When effective re- 
sponses were obtained, which occurred most often 
within 2 to 8 weeks, dosage was reduced to one 250 
mg. capsule daily. 

The average control cholesterol level was deter- 
mined from three separate tests taken at weekly to 
monthly intervals. Many of these control values were 
the averages of long range cholesterol determinations 
taken over months to years prior to treatment. Follow- 
up determinations during medication were made every 
2 weeks. Analyses were done by the same technician 
using the Bloor colorimetric method. Patients’ 
weights, smoking or drinking habits, dietary desires, 
physical exercise, and activities were unchanged. 
Those who were taking various medications previ- 
ously were permitted to continue their programs un- 
altered. 

Forty-seven of the 51 subjects had an appreciable 
reduction of serum cholesterol ranging from 26 to 
195 mg. per 100 cc. and percentage drops from 8 
to 49 per cent of control values were obtained. The 
overall average drop for the group of 51 patients 
was 24.7 per cent. The percentile decreases were 
greater in those with the highest initial cholesterol 
readings. 

Compared to our previous decholesterolizing at- 
tempts, the results with Triparanol were impressive. 
The lowered levels obtained were maintained through- 
out the study with slight variations. Within 2 weeks 
after medication was discontinued, cholesterol levels 
rose to control values. Repeated courses of medica- 
tion caused similar lowering of serum cholesterols. 


During the study, routine complete blood counts 
and urinalyses were taken frequently on each patient. 
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After 2 to 3 months of therapy, transaminase (S. G. 
O. T.), B. S. P., alkaline phosphatase, urobilinogen 
and cephalin flocculation studies were performed. 
These were all unaffected by the drug. 


Cooperation and tolerance were excellent. In one 
instance there was an evanescent erythematous skin 
rash, and in one patient, nausea, but it was not 
necessary to discontinue medication. Two women re- 
ported thinning of hair while taking 500 mg. daily, 
and dosage was reduced to await final conclusions 
on the possibility of this as a side effect. Two pa- 
tients with angina -thought that their attacks were 
less severe and less frequent. Their electrocardi- 
ograms, including tracings made with the Master's 
test, were unaltered. 


Conclusion 


Triparanol has proved to be a more efficient, re- 
sponsive, predictable decholestrolizing measure with 
less undesirable side reactions than methods previ- 
ously reported. Reduction in cholesterol occurs in 
both the serum and the miscible pool in man. The 
drug acts by interfering in the end stage of the bio- 
synthesis of cholesterol. 


Reports in the literature and my experience with 
this type of therapy are encouraging. It must be 
recognized, however, that the long term effects are 
not known; that the question of tolerance remains to 
be seen; and finally that we are not yet certain that 
the drug will prevent heart attacks, strokes, and 
atherosclerosis. 


I am indebted to Dr. Robert H. McMasters, Department of Medi- 
cal Research, Wm. S. Merrill Company for his generous help in 
this project. 
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PERCUTANEOUS RETROGRADE SELECTIVE 


AORTOGRAPH Y 


The authors report a safe and relatively simple method for aortic 
opacification, in which Teflon catheter tubing is used. Materials re- 
quired are few, complications are rare, and selective arterial opacifica- 


tion is possible. 


Faber F. McMullen, Jr., M.D.; Henry Goodwin Glass, M.D.; and Eugene Cornelius, 
HOUSTON, TEXAS 


ERCUTANEOUS retrograde selective aortogra- 

phy is a relatively safe, simple, and accurate 
means of investigating the aorta and the arterial tree. 
The materials required are few, complications are 
rare, and selective arterial opacification is routine. 


In 1941, after direct exposure of the femoral 
artery, Farinas used a urethral catheter in retrograde 
catheterization of the artery to demonstrate the ab- 
dominal arterial system.4 Aortic catheterization 
through the exposed radial artery was used by Rad- 
ner, who, in 1949, introduced a metal obturator 
through the catheter for fluoroscopic positioning.® 
Borell utilized the percutaneous catheter technique 


From the Departments of Medicine, Surgery, and Radiol- 


ogy, Hermann Hospital, Texas Medical Center, Houston 25, 
Texas. 
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to investigate the arteries of the pelvis with emphasis 
on placental localization and delineation of ectopic 
pregnancy.* Without exposure of the artery, Lind- 
gren, in 1953, passed a trocar into the femoral artery 
through which a polyethylene tube was threaded for 
aortography.> That same year Seldinger reported work 
that he had done since 1952, which consisted of 
percutaneous arterial puncture and use of a flexible 
steel spring guide to deliver the catheter into the 
arterial lumen.* In 1959 Sammons reported the retro- 
grade opacification of pelvic structures in 200 cases.’ 
Using the technique of Seldinger, Amplatz reported 
125 successful cases in 1960.1? He was the first 
investigator to use Teflon thin wall spaghetti tubing 
in the percutaneous retrograde approach to the aorta. 


The material necessary for this technique is shown in 
Fig. 1. 





Fig. 1. Equipment consists of number 17 Lindemann 
needle, flexible catheter guide fashioned from spring 
steel, flange type tubing adapter with valve, and coil 
of Teflon thin walled 12 gauge spaghetti tubing. A 
rapid film changer is useful but not absolutely necessary. 
A hand operated fulcrum type pressure injector has been 
used in this institution. 


TECHNIQUE 


The evening before the procedure, both inguinal 


areas are cleansed and shaved, as for inguinal herni- 
orrhaphy. The next morning the patient is allowed 
dry toast and black coffee, and an enema is given to 
provide a clear field for examination. Demerol and 
Phenergan are given one half hour before the pro- 
cedure. The patient is taken to the radiology depart- 
ment, where the inguinal area is cleansed and draped 
as a sterile field. One per cent Xylocaine is infiltrated 
into the skin 2 cm. below the inguinal ligament just 
over the femoral artery. Local anesthesia is accom- 
plished down to and including the arterial adventitia. 
A small stab wound is made in the skin to admit the 
needle point. Arterial puncture is then accomplished, 
after which the needle is advanced proximally up 
the femoral artery (Fig. 2a). 


The obturator is removed to allow introduction of 
the flexible catheter guide into the arterial lumen 
through the cannula of the Lindemann needle (Fig. 


Fig. 2. Successive steps in technique of arterial cath- 
eterization. 
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2b and c). After this, firm pressure is applied by 
the assistant over the site of the puncture and rhe 
cannula is withdrawn, leaving the guide lying within 
the arterial lumen (Fig. 2d). The pretailored Teflon 
catheter is passed over the guide which directs the 
catheter through the arterial wall and retrograde up 
the arterial tree to the aorta (Fig. 2e and f). The 
flexible guide is then removed and the catheter is 
attached to a standard two way, three position B D 
stopcock by the adapter, and intra-arterial pressure 
infusion of 2.5 per cent dextrose in 0.45 per cent 
saline solution containing 50.0 mg. of aqueous hepa- 
rin per 500 cc. is started. The catheter is then filled 
with 50 per cent Hypaque, the flow through the 
catheter is stopped, and the catheter is passed to the 
desired location and positioned under fluoroscopic 
control (Fig. 3). 

After correct positioning, a test dose of 2-5 cc. of 
50 per cent Hypaque is injected and a roentgeno- 
gram is made to be certain, of the catheter's position. 
If the position is satisfactory, 20-30 cc. of 50 per 
cent Hypaque are injected into the lumen of the aorta 
and a series of 6 exposures is taken, employing the 
Sanchez-Perez rapid changer operating at 2 exposures 
per second. The intra-arterial infusion is then started 
and continued while the films are being developed 
and examined for adequacy. At the end of the pro- 
cedure, the Teflon catheter is removed, and firm 
steady pressure is applied to the puncture area for 
8 minutes to obtain hemostasis. 

There have been no complications of bleeding, 
prolonged vasospasm, or arterial thrombosis. Am- 
platz reported 125 cases and Sammons reported 200 


cases, all of which had no complications after this 
procedure. 


Fig. 3. Retrograde catheter positioned above the renal 
arteries. 
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DISCUSSION 


Modifications can be made in the catheter shapes 
and placement, depending on the individual require- 
ments. The catheter material is Teflon electronic in- 
sulating tubing. This material is tough, malleable, 
smooth, and relatively heat resistant. The material 
can be sterilized in the autoclave and reused; many 
of our catheters have been used 6 times and have re- 
mained intact after a total of 1 hour of autoclaving 
in 8 minute periods. Multiple holes can be made 
near the tip of the catheter to reduce injection time, 
and to prevent displacement of the catheter tip by 
jet effect. 

This technique is useful for simultaneous filling of 
the branches of the aortic arch (Fig. 4). Segmental 
study of the aorta is easily accomplished; Fig. 5 
demonstrates serial roentgenograms made at 0.5 
second intervals. The technique was helpful in in- 
vestigation of a partially calcified abdominal mass 
in the left upper quadrant, in which retrograde 
aortography revealed separation of the renal vessels 
around a relatively avascular area (Fig. 6 and 7a). 
The second film in the series is a nephrogram re- 
vealing an enlarged lobulated left kidney (Fig. 7b). 


SUMMARY 


A simple method for aortic opacification has been 
presented, using Teflon catheter tubing. Accurate 
placement of the contrast media and the effective- 
ness of small volumes of less concentrated contrast 


Fig. 4. Good demonstration of brachiocephalic branches 
of aorta. 
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Fig. 5a. Injection bolus above the renal arteries. 
b. Injection bolus in abdominal aorta. 


c. Injection bolus distal to aorta, leaving striking 
renogram. 





RETROGRADE AORTOGRAPHY — McMullen — continued 


media make this method desirable and relatively 
safe. It can be used to demonstrate diseases in the 
arterial structures, in the intra-abdominal viscera, and 


Fig. 6. Roentgenogram of abdomen showing area of 


egg-shell type calcification in left upper quadrant. This 
is less evidence than on the original roentgenogram. 


Fig. 7a. Renal arteriogram with mass outlined and sur- 
gical specimen superimposed. 


Dr. Faber F. McMullen, Jr., the 
senior author, and his colleagues 
are affiliated with Hermann Hos- 
pital in Houston. 


in structures in the retroperitoneal area. The proced- 
ure may help to demonstrate tumors of the gastro- 
intestinal tract. The authors believe that selective 
percutaneous arterial catheterization will have many 
uses, spanning the fields of angiography, selective 
tumor perfusion, hemodynamic studies, and other 
diagnostic and therapeutic measures. 
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b. Abnormal left nephrogram. Pathologic diagnosis 
confirmed radiologic diagnosis of hypernephroma. 
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Often, intracerebral hemorrhage cannot be distinguished from oc- 
lusive disease without specific roentgenographic studies. Operation in 
ome such cases offers considerably more success than does conserva- 
we treatment. The authors present 14 consecutive, unselected cases. 


[he Surgery 


of Intracerebral Hemorrhage 


ALEXANDER GOL, M.D.; 
G. EHNI, M.D.; and 

M. E. LEAVENS, M.D. 
Houston, Texas 


664° NEREBROVASCULAR disease is the third- 
ranking killer and foremost crippler of all 

diseases in the United States,” Bailey’ wrote in his 

foreword to a report on cerebrovascular diseases. 

A segment of this disease of particular interest to 
the neurosurgeon is that of intracerebral hematoma. 
Difficulty in differentiating clinically intracerebral 
hemorrhage from thrombosis and infarction has been 
a principal hindrance in the treatment of patients 
with hematomas. Another factor has been the widely 
held view of despondency fostered by the high mor- 
tality rate and severe disability that the lesion fre- 
quently produces. However, because of recent prog- 
ress both of these features need re-examination. 

The objective of this communication is to show 
that often intracerebral hemorrhage cannot be dis- 
tinguished from occlusive disease without specific 
radiologic investigations and that operation can offer 
considerably more success than conservative treatment 
in many cases with such a hemorrhage. Fourteen con- 
secutive, unselected cases were collected partly from 
the files of the Veterans Administration Hospital, 
Houston, and partly from private practice. 

Most intracerebral hemorrhages of spontaneous 
origin occur in patients with hypertension, though 
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the degree of the latter may be moderate. Other 
causes are blood dyscrasias, angiomas, arteritis, my- 
cotic aneurysms, and tumors. Occasionally hemor- 
rhage follows trauma to the head after some interval 
of time—delayed post-traumatic hemorrhage. 

In our cases the etiology was as follows: hyperten- 
sion (9 cases); blood dyscrasia (1 case); and no 
apparent Cause, normotensive (4 cases). 


In three of the hypertensive cases, additional spe- 
cific disease was found. In 2, hemorrhage had origi- 
nated from a ruptured aneurysm of the circle of 
Willis, and in 1 it followed a moderately severe head 
injury. 

Spontaneous intracerebral hemorrhage is mainly a 
disease of middle and later life. Our patients were 
25 to 62 years in age, with a mean figure of 40. 

The majority of spontaneous intracerebral hema- 


Dr. Alexander Gol of Houston, the 
senior author, and his co-authors 
are specialists in neurologic sur- 
gery. 





INTRACEREBRAL HEMORRHAGE — Go! — continued 


tomas occur in the region of the internal capsule and 
basal ganglia, and most of them rupture into the 
ventricles. Dorothy Russell,? in 183 cases of intra- 
cerebral, spontaneous hemorrhage, found the follow- 
ing distribution by site: Hemorrhage into the basal 
ganglia, internal capsule and rupturing into the ven- 
tricle, 151 cases; and hematoma in the cerebral white 
matter, 21 cases. 

In lesions of the internal capsule and basal ganglia, 
extensive destruction of cerebral structures occurs, the 
walls of the hematoma cavity are ragged, the contents 
are typically the color of prune juice, consisting of 
viscous blood and solid clot. Innumerable small par- 
ticles of disintegrated brain tissue are mixed in with 
the blood and can usually be aspirated fairly easily 
through a needle with a large bore, such as a brain 
cannula. 

Rupture of the hematoma cavity into the ventricu- 
lar system does not necessarily make the prognosis 
worse. Some relief of intracranial pressure may re- 
sult from the hematoma draining partially into the 
ventricular system. 

The much less frequent hemorrhages into the 
cerebral white matter—subcortical hemorrhages— 
tend to be much less destructive and may occasionally 
give the appearance of having opened up a cavity in 
the tissues without extensive destruction. The cavity 
wall may then be much smoother and the surround- 
ing cerebrum left in a much better condition. With 
proper treatment, a satisfactory degree of recovery 
may ensue. 

In the present series the site of hemorrhage was 
as follows: basal ganglia, internal capsule and com- 
municating with the ventricles, 8 cases; as in previ- 
ous category but not communicating with the ven- 
tricles, 3 cases; into the substance of the temporal 
lobe (subcortical), 1 case; subcortical in the frontal 
lobe, 2 cases. 


Symptomatology 


It is commonly assumed that intracerebral hemor- 
rhage is a sudden overwhelming catastrophe with 
rapid onset of unconsciousness, preceded by severe 
headache and followed by crippling neurologic de- 
fects. Such a syndrome does indeed occur, but is far 
from being typical for all cases. 

In more than half of the cases in the present series, 
the onset was insidious over a period of hours to 
months. Severe headache was noted in slightly more 
than three-quarters of the cases, and loss of conscious- 
ness occurred in just over half of the patients before 
admission. 

It can easily be seen that in half the cases the pic- 
ture is indistinguishable from cerebral thrombosis or 
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infarction. Yet the distinction is important since a 
hematoma acts as a space occupying lesion, like a 
tumor. Progressive deterioration will occur if the 
pressure is severe enough and if the lesion continues 
to enlarge. Although the onset may be gradual, the 
prognosis is usually no better and we have seen 
patients progressing gradually to a decerebrate state 


until surgery interrupted the disastrous trend of 
events. 


Other clinical features noted by the patient or his 
relatives were: hemiparesis or hemiplegia, 57 per 
cent, and epileptic’ seizure, 29 per cent. In addition 
confusion, impairment of speech and comprehension, 
abnormal sensory phenomena, and visual difficulties 
were noted in a minority of the cases. 

Unconsciousness or stupor and hemiplegia were 
the most important signs; they were detected in two- 
thirds of the cases. Hypertension was noted in the 
same proportion of the patients. Often, however, no 
adequate history of normal pressure levels was avail- 
able before admission, and thus only readings ob- 
tained during hospitalization could be considered. In 
more than one-third of the cases hemorrhage had 


resulted in signs of unilateral or bilateral decerebra- 
tion. 


Half of the patients showed rigidity of the neck, 
usually an indication of blood in the spinal fluid. 
Other signs found in a minority of patients were 
aphasia, sensory impairment, hemianopsia, dilated 
pupil on the side of hemorrhage, and hemorrhagic 
fundi. 

Because of the often misleading picture created by 
the history, specific radiographic investigations were 
considered essential to the proper diagnosis of cere- 
brovascular disease. Such measures establish whether 
the lesion is a space-taking hemorrhagic one or an 
occlusive one. The radiologic procedures used rou- 
tinely in our cases are of three types—plain skull 
films, carotid and sometimes vertebral angiograms, 
and ventriculograms. 


Plain skull roentgenograms may indicate displace- 
ment of a calcified pineal body, thus demonstrating 
a space-occupying lesion. A carotid or vertebral ar- 
teriogram may show the site of a hematoma or 
demonstrate thrombosis. Ventriculograms are espe- 
cially useful when there is any doubt as to the pres- 
ence and exact localization of the lesion or when 
operative relief is urgently needed. 


Treatment 


Intracerebral hematomas behave like other space- 
occupying intracranial lesions. Beyond the initial de- 
struction, they continue to depress cerebral function 
by compression which causes ischemia. The longer 
these harmful processes are allowed to continue, the 
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more severe and irreversible will be the effects. There 
ie, Of course, exceptions in which the hematoma is 
small enough to be accommodated inside the cranium 
without too much additional damage to surrounding 
cructures, but in these cases also, it is not possible 
o say that the results would not have been better 
vithout direct surgical treatment. 

The methods used are two, usually. A burr hole can 
e made over the clot and the hematoma partially 
vacuated by aspiration through a cannula, or more 
ffectively, craniotomy and evacuation through a cor- 
cal incision can be performed. Occasionally, during 
re latter procedure a bleeding point causing the 
ematoma can be sealed. 

In a disease as severe as that caused by intracere- 
ral hemorrhage, the incidence of death and disability 
rill obviously be high. Kelly? showed that of 34 
atients conservatively treated, 31 died. In the present 
eries of 14 patients, 6 died. Of the 8 survivors, 2 
vere hemidecerebrate and another 3 deeply stuporous 
'¢ comatose before operation. In other words, 5 pa- 
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tients who would have been regarded as probably 
moribund survived after surgery. 

Two of the survivors are virtually without a neuro- 
logic deficit and have resumed normal activities. The 
other 6 are crippled to a variable degree. However, 
even hemiplegic patients in reasonably good health 
can learn to walk again. Provided their mentality and 
speech are not greatly impaired, they may lead a 
limited, but possibly useful and worthwhile existence. 
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Medical 


Modern Environmental Health Hazards 


Implications 


Polluted aw and water and other modern environmental problems 
related to urbanization may produce many illnesses. Unless the physi- 
cian broadens his knowledge of his patients’ background and of toxi- 


cology, he may not make accurate diagnosis. 


JOHN D. PORTERFIELD, M.D., Washington, D. C. 


HOMAS JEFFERSON wrote in 1787 to his 
friend James Madison: “When we get piled upon 
one another in large cities, as in Europe, we shall 
become as corrupt as Europe.” Jean Jacques Rousseau 
referred to cities as “the abyss of the human species.” 
And the poet, Shelley, warned early in the nineteenth 


century of at least two contemporary health prob- 
lems: 


“Hell is a city much like London: 
Very populous and smoky.” 


The standard prescription for an urban dweller's 
maladies has been a trip to the country. Despite sage 
words, the urban industrial complex has become the 
dominant environment of twentieth century western 
man. 

Physicians have been drawn into this new world 
by circumstances largely beyond their control. Many 
find themselves engaged in alliances with nuclear 
physicists discussing radiation, meteorologists in- 
volved in air pollution, and aquatic biologists talking 
about water pollution. These liaisons have produced 
new scientific offspring, called biophysicists and bio- 
chemists; they have given new significance to such 
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old but somewhat neglected disciplines as toxicology. 
They are adding new dimensions to the health sci- 
ences, and they are forcing us to enlarge our think- 
ing to remain literate in our own field. 

The general trend in recent years toward seeing 
more patients at the office and fewer at home has 
yielded many benefits to physician and patient alike, 
although it has had the unhappy effect of making 
the patient less visible against his background. I do 
not recommend a return to old ways, but I do sug- 
gest that physicians need to compensate for this loss 
by becoming aware of the environment in which 
patients spend their lives. 


Urban Concentration 


A fact of contemporary American life is that most 
of the population are city dwellers. Texas, which 
Easterners tend to associate with the “wide open 
spaces,” had about the same ratio of urban to rural 
population in 1950 as the whole country—roughly, 
3 to 2. I assume that this year’s census will show 
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. still heavier urban concentration. It is estimated 
chat by 1975, three out of every four Americans will 
live in metropolitan areas. 


Although the total population of Texas increased 
y more than 20 per cent between 1940 and 1950, 
nore than half the counties in the state—147 of 
hem—decreased in population during that decade. 
‘here could be no more dramatic demonstration of 
ne degree to which people are concentrating in 
rban areas. Fewer than half of the counties in 
‘exas mot only absorbed the full 20 per cent in- 
rease, but also drew from the existing population of 
iral areas. 


ndustrial Hazards 


A conditioner of American life is the fantastic 
xpansion and diversification of industry and tech- 
iology. Industries today are dealing with processes 
nd products unheard of before World War II. Syn- 
hetics, plastics, detergents, insecticides, industrial 
olvents, high energy fuels—the list of new sub- 
tances in the environment can be extended almost 
indefinitely without mentioning the new dimension 
of nuclear technology. 


This is the brave new world—the metropolitan- 
ized, industrialized, nuclear-powered world—and phy- 


sicians must seek to understand its medical implica- 
tions. 


The metropolis as the dominant environment of 
our time presents a number of health problems, even 
if for a moment the industrial component is ignored. 
Great concentrations of people increase hazards 
and complicate the control of communicable diseases. 
The dynamics of urban and suburban growth patterns 
strains medical resources. Hospitals in a central city, 
for example, are likely to be located in an urban 
desert of expressways and parking lots while the 
population they were established to serve has moved 
miles out into the suburbs. Slums create many health 
problems, not the least of which are economic. Sub- 
urbia poses serious sanitation problems. The larger 
the city, the more insatiable is its demand for quan- 
tities of pure water. City tempos and noises impose 
little understood but unquestioned strains on man’s 
physical and mental well-being. It is significant that 
death rates for cardiovascular disease and many types 
of cancer are higher among city dwellers. 


Chemical Additives 


Nearly every food has acquired new chemicals in 
its processing and preservation. Many are grown un- 
der the influence of pesticides, fertilizers, and other 
agricultural chemicals. What these substances do 
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when they enter the body in trace amounts is not 
known. While an elaborate research project is being 
set up to test one chemical, 12 more are going into 
use. 


Dr. John D. Porterfield, Deputy 
Surgeon General of the United 
States Public Health Service in 
Washington, D. C., presented this 
paper before the Conference of 
City and County Health Officers 
on April 12, 1960, in Fort Worth. 


The water we drink has probably been used several 
times before. Bacterial menaces have been removed 
from it before it reaches our tumblers and tooth- 
brushes, but to what extent the chemicals acquired 
in its passage through the factory upstream have 
been removed is unknown. Nor do we know what 
happens when the chemicals that slip through the 
water treatment plant are ingested. Anyone who 
has seen the mountain of suds outside a sewage treat- 
ment plant can testify that detergents are difficult 
to remove by traditional waste treatment practices. 

The air we breathe is another source of potential 
hazard. Actually, the sky is big enough to dilute and 
disperse an almost infinite quantity of pollution, if 
the pollutants were distributed evenly. Wastes from 
factories, homes, automobiles, and power plants, some 
visible and some undetected by sight or odor, pour 
into specific portions of air over cities, where most 
of the population lives. When the wind doesn’t blow, 
the polluted air stays. It is small comfort to know that 
the air 5 miles above the city or 20 miles away from 
it is perfectly pure, when it is necessary to breathe 
what is under our noses. 

Severe air pollution, produced by a combination 
of man-made pollution and special weather condi- 
tions, can cause multiple deaths, as in Donora, Pa., 
in 1948, when 20 persons died and half the popula- 
tion was ill during a 4 day smog. In London in 
1952, a week of smog produced the highest number 
of deaths ever recorded in the city’s long history of 
vital statistics reporting—exceeding the peak week 
of the influenza epidemic of 1917. High concentra- 
tions of such toxic substances as sulfur dioxide and 
ozone produce severe respiratory irritation—especial- 
ly in persons with preexisting respiratory conditions. 
In Louisiana, an unknown combination of substances 
has resulted in widespread outbreaks of “New Or- 
leans asthma,” the most recent in the fall of 1959. 


With air pollution, as with the new water pollu- 
tion problems, the most serious cause for concern is 
possible long-term effects of low concentrations of 
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ENVIRONMENTAL HAZARDS — Porterfield — continued 


toxic substances. Known carcinogens, like 3-4 benz- 
pyrene, are found in the air over all cities. The lung 
cancer death rate is substantially higher for city 
dwellers than for the rural population, regardless of 
smoking habits. Urban nonsmokers are several times 
more likely to acquire lung cancer than rural non- 
smokers, and urban smokers have a 50 per cent 
greater chance of acquiring the disease than their 
rural counterparts. 


Radioactivity 


Contrary to general belief, a tremendous amount 
of research has been done and a great deal is known 
about the health effects of ionizing radiations in 
relatively heavy dosages. It is well established that 
exposure to high, but sublethal, levels of radiation 
has three different kinds of deleterious health effects 
on groups of laboratory animals—a general shorten- 
ing of average lifespan, carcinogenesis, and increased 
frequency of genetic mutations. Where the threshold 
levels for these effects are, and whether such thresh- 
olds exist, are being intensively studied. 


One thing appears certain: there is no accommo- 
dation between the body and ionizing radiation, 
such as with pathogenic organisms and, to a certain 
extent, with chemicals. Experimental evidence is 
clear that exposure to and recovery from one dose 
of radiation decreases resistance to a second exposure. 
Lifetime dosage is cumulative. 


The medical and dental professions have been 
quick to respond to this evidence. It has been estab- 
lished that, for the general population of the United 
States to date, the largest amount of radiation ex- 
posure has come, not from weapons testing or from 
development of nuclear technology, but from medical 
and dental use of roentgen rays. The American Col- 
lege of Radiologists has urged redoubled precautions 
in the medical use of radiation and restriction of 
usage to cases which clearly demand it. This consti- 
tutes a major contribution to the nation’s health. 


Health Campaign Complications 


These environmental challenges to human health 
have medical implications which differ sharply from 
more traditional problems. The nature of the ultimate 
goal is different. It is not as easy to be in favor of 
health as it used to be. In the communicable dis- 
eases, we can aim for total eradication—all-out vic- 
tory—and everybody is on our side. Control of en- 
vironmental hazards to health is much more compli- 
cated. We cannot hope to eliminate all pollution of 
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air and water, or all man-made ionizing radiations 
A certain amount of deterioration in the environ- 
ment must be accepted as the price of progress. A 
balance which permits maximum economic develop. 
ment at minimum health hazard must be sought. 


Striking and maintaining this balance is made ex. 
tremely difficult by the nature of the health effect: 
per se. Herein lies the second major difference be 
tween traditional and new health problems. With in 
fectious diseases in general, there is comparatively 
short time-lapse between exposure and onset and 
effect is relatively: easily traced to cause. With the 
environmental hazards, the effect may be cumulative 
over an entire lifespan or, in the case of radiation, 
over several generations. Illnesses, when they do ap- 
pear, may have multiple causes, and may be indis- 
tinguishable from nonenvironmentally related dis- 
eases. There appears to be no difference, for example, 
between radiation-induced leukemia and leukemia 
from other causes. 


There is a clear parallel here to past experience. 
Many times, a case of anemia had puzzled a physician 
because he did not know that the patient worked in 
an atmosphere of high lead content. There is a need, 
which will be increasingly reflected in daily practice, 
for readily available information on environmental 
exposures to the great variety of chemicals in the 
environment. This need can be fulfilled only if there 
is reawakening of interest in toxicology, which is 
almost a lost specialty in medical schools and in 
practice. There has been a tendency to associate toxi- 
cology exclusively with the local coroner’s office. The 
toxicologist needs to be rescued from the Perry 
Mason story and reinstated as a major contributing 
member of the everyday medical world. 


Public health physicians are urged to serve as the 
epidemiologic eyes and ears of the county medical 
society so that diagnostic suspicions may be directed 
toward prevalent communicable diseases. I now urge 
that local medical societies avail themselves of the 
services of toxicologists, to keep members posted on 
exposures which may have an impact on their daily 
practice. Clearly, this cannot be accomplished over- 
night. There are not enough toxicologists to go 
around, and toxicologic knowledge about new chem- 
icals is limited, especially in relation to possible 
long-term effects. 


An Informed Profession 


Health hazards of the modern environment have 
another implication for physicians. This is the obli- 
gation to keep informed, and to serve as community 
resources for information related to health. 

It is often said that the physician’s traditional role 
as health counselor has been greatly diminished by 
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the broadside fusillades of health information which 
reach the layman through the daily press, magazines, 
and other mass media. It is possible to envision the 
editor of a women’s magazine saying to his harassed 
assistant: “We can’t go to press with this issue, 
Jones; we only have four health articles this month.” 

And yet, in spite of this avalanche of information, 
people still turn to physicians for basic decisions 
with respect to health. A study during and after the 
Asian influenza epidemic of 1957 demonstrated that 
‘he proportion of persons vaccinated in several coun- 
ties varied according to the expressed opinion of 
he county medical society. The number of persons 
who have taken advantage of the Salk polio vaccine 
n the few years it has been available—in excess of 
0 million—is attributable to the active support of 
nedical groups throughout the nation. In our earnest 
lesire to make the record even better, we should not 
downgrade this achievement, which surpasses the 
success achieved in any other immunization cam- 
paign over a comparable period. 

The physician's influence in relation to the new 
environmental health hazards is important. The basic 
decisions which will determine the degree to which 
these hazards are controlled will be economic and 
social. They will be made by people who are not 
experts in health and medicine. It is the task of all 
in the health professions to make sure that the eco- 
nomic decisions are made in terms of biologic reality. 
It would be folly to create a gleaming new world 
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for a human race whose health has been seriously 
impaired in the process. 

On May 30, 1860, Oliver Wendell Holmes jolted 
the Massachusetts Medical Society with the follow- 
ing pronouncement: 


“I firmly believe that if the whole materia 
medica as now used could be sunk to the bot- 
tom of the sea, it would be all the better for 
mankind—and all the worse for the fishes.” 


The distinguished physician and man of letters 
probably was overstating his case somewhat for the 
sake of effect—a widely prevalent and generally 
pardonable sin of speakers. I think he would agree, 
if he were to return today, that the materia medica 
of his day has been buried under a modern medical 
armamentarium exceeding his fondest dreams. In 
the past century, the medical profession has proved 
itself worthy of the high esteem it holds today. 

For this reason, I am not one of the prophets of 
doom. Instead I prophesy that members of the medi- 
cal profession will adapt to the new challenges of 
the man-made and man-polluted environment. These 
challenges will require a broader definition of what 
constitutes “medical implications.” It will impose 
upon physicians new modes of cooperation with new 
scientific brethren, and new extensions of the medi- 
cal influence into society. 


» Dr. Porterfield, U. S. Public Health Service, Department 
of Health, Education, and Welfare, Washington 25, D. C. 





In the authors’ experience, insulin coma treatment is still an excellent method in 
schizophrenia. A series of 694 patients in whom it was used is reported. Glucagon is 
recommended as a means of terminating coma in these patients. 


INSULIN COMA TREATMENT 
AT RUSK STATE HOSPITAL 


CHARLES W. CASTNER, M.D.; L. D. HANCOCK, M.D.; 
ROY NOBLE, M.D.; and JAMES H. KREIMEYER, M.D. 


Rusk, Texas 


ANY NEW DRUGS and treatment methods 

are received enthusiastically by physicians and 
are used extensively at first, then for various reasons 
are discarded or forgotten when they still might be 
of benefit. This is as it should be. Nevertheless, the 
purpose of this article is to urge that the benefits of 
insulin coma treatment for patients with schizo- 
phrenia be recognized, and that the method not be 
discarded in favor of newer preparations, such as 
tranquilizer and energizer drugs. 

For a number of years the Rusk State Hospital has 
had an active insulin coma treatment program. Of a 
total of 57 insulin treatment beds 19 are available on 
one ward for white females, and approximately 18 


Dr. Charles W. Castner, the senior 
author, is superintendent of the 
Rusk State Hospital; his co-authors 
are staff physicians at that institu- 
tion. The paper was presented at 
the Texas Neuropsychiatric Asso- 
ciation meeting in Fort Worth on 
April 10, 1960. 


beds on another for Negro females. Average daily 
census of the former ward is 19, and of the latter, 15. 
A white male insulin service has a bed capacity of 
14 patients, and recently 6 beds have been designated 
for insulin coma treatment of Negro males. 

The classical Sakel method of insulin administra- 
tion is employed; dosage is increased 20 units daily 
until coma is reached. Treatments are given 5 days 
a week, and small maintenance doses of insulin are 
given on the other 2 days. As a rule 45 coma hours 
are given; in a few cases as many as 90 coma hours 
are used. Coma status is achieved when the patient 
no longer responds to questioning or external stim- 
uli. Coma is allowed to proceed for approximately 
1 hour, with depth usually at about the third stage. 
Fourth or fifth stage signs—extensor rigidity, labored 
respiration, fast pulse, extremely slow pulse rate, or 
loss of corneal reflexes—are indications for rapid 
termination of that particular coma period. Convul- 
sions are also indications for termination of coma, 
even when they occur in light second or third stage 
coma. 

The indications for insulin coma treatment are pri- 
marily those of schizophrenia occurring in patients 
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from 15 to 50 years old with no evidence of organic 
disease, such as diabetes or severe valvular heart 
disease. Absence of reasonably satisfactory superficial 
veins is a contraindication for therapy; extreme obes- 
ity is another, since patients gain 20 to 30 pounds 
juring treatment. Formerly tranquilizer drugs were 
discontinued during insulin coma treatment, then at 
he completion of 45 coma periods patients were 
given intensive Thorazine therapy for 2 or 3 weeks, 
with dosage as great as 1,200 mg. daily. In the past 
‘ear Of twO, Most patients were given Thorazine, 50 
ro 100 mg. three times a day, throughout insulin 
‘oma treatment. Results are as satisfactory and hos- 
vitalization period is decreased materially. Patients 
with psychoses during pregnancy, and those with 
psychoses associated with chronic convulsive states 
iave been treated successfully. 


RESULTS OF INSULIN THERAPY 


Insulin coma treatment was given in a series of 
694 patients—288 white females, 209 Negro females, 
182 white males, and 15 Negro males. This number 
was treated from approximately April 1, 1956, 
through August 31, 1959. Of the 288 white females 
treated with insulin, most were schizophrenic; a 
majority were paranoid, catatonic, and chronic un- 
differentiated types. A group of 38 patients was 
given sub-shock doses of insulin for severe psycho- 
neurotic disorders, including anxiety reactions, ob- 
sessive compulsive states, and psychoneurotic depres- 
sion. 

In October, 1959, 86 per cent of these 288 patients 
were out of the hospital. More than 50 per cent were 
discharged at expiration of 90-day commitments, or 
were discharged from the hospital rolls after being 
on furlough for 1 year. Of the 14 per cent presently 
in the hospital, all but 1 have been absent on leave 
for periods varying from 3 weeks to 9 months. 

Obviously, this is not a satisfactory follow-up 
system. Nevertheless, all patients had had previous 
psychiatric treatment of greater or lesser degree be- 
fore admission. Therefore, it may be assumed that a 
large number of the 86 per cent who were discharged 
must be making reasonably satisfactory adjustment 
outside, or at most require only minor psychiatric 
assistance. Occasionally, families of former patients 
give reports of satisfactory adjustment periods of 
from 1 to 3 years. 


Of the 209 Negro females treated during this peri- 
od, practically all were schizophrenic. The hospital 
records showed 34 patients remaining in the hospital 
as of October, 1959, which is 16 per cent, and 84 
per cent discharged or on furlough. A fairly large 
proportion of the 16 per cent have been allowed on 
furlough for variable periods. 
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On the white male service, 182 patients were 
treated from May, 1956, through September, 1959. 
At present 30 patients, or 16 per cent, are in the 
hospital, which means that 84 per cent are either on 
furlough or have been discharged. 


The Negro male insulin service has been in opera- 
tion only a few months. To date of the 15 patients 
who have received treatment, 5 are on furlough. 


The authors make no claim, of course, to cures in 
the present series of patients. Nevertheless, they be- 
lieve that insulin coma treatment is beneficial in 
obtaining satisfactory remissions for a large percent- 
age of patients treated by this method. 

Among the 497 female patients treated with in- 
sulin, 2 deaths occurred. In 1 case aspiration pneu- 
monia was a result of the patient’s vomiting the 
gavage before being completely aroused from coma. 
The other death occurred as a result of release of 
medulla functions from too great a depth of coma. 
This mortality rate of four-tenths of 1 per cent, com- 
pares favorably with that of five-tenths of 1 per cent 
to 1 per cent usually recognized as accompanying 
insulin therapy. For the total number of patients 


treated, the mortality rate was three-tenths of 1 per 
cent. 


USE OF GLUCAGON 


Until July, 1959, coma was usually terminated by 
gavage of a concentrated glucose-water solution. In 
cases in which immediate termination was required, a 
50 per cent glucose solution was given intravenously. 

Through the courtesy of Eli Lilly and Co., Indian- 
apolis, an ample supply of the experimental drug, 
glucagon, was made available for the termination of 
insulin coma. A hormone which has a hyperglylcemic 
—glycolytic action, it has not been released for the 
open market. After intramuscular injection of 4% to 
4 mg. of this substance, patients arouse from deep 
coma within 8 to 15 minutes, at which time, they 
are able to drink a concentrated sugar solution. When 
they are wide awake, they are given their regular 
breakfast. Glucagon may also be given subcutaneously 
or intravenously. 


In the 4 months that glucagon has been employed, 
more than 2,600 injections have been given. No side 
effects were noted, and only occasionally was coma 
not terminated. Although doses as large as 2 mg. 
have been employed, it is apparent that doses of %4 
to 4 mg. are adequate. In the authors’ opinion 
glucagon is of great benefit for the patient's comfort 
and safety. Nursing personnel on the various insulin 
services are enthusiastic about its use. The danger of 
aspiration pneumonia is completely removed. 

In the authors’ experience, insulin coma treatment 
is still an excellent treatment method in schizo- 
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phrenia. Recent figures by the Sakel Foundation for 
Insulin Treatment, Teaching and Research show that 
only 106 hospitals in the United States and Canada 
use insulin coma treatment for patients with schizo- 
phrenia at present; of these 15 use it only in sub- 
coma amounts. The authors heartily endorse the use 
of glucagon as a means of terminating insulin coma. 


Conclusions 


Evaluation of any therapy for schizophrenia is 
extremely difficult, and comparison of results in a 
series of cases treated with a single method with 
results obtained by others is potentially hazardous. 
However, figures in the present series for white 
females of 86 per cent and for Negro females of 
84 per cent as greatly improved, or improved and not 
in the hospital, compare favorably with the 83.2 
per cent figure in a series reported by Laqueur and 
LaBurt.” Our experiences coincide with theirs in that 
a fair number of patients are readmitted for a sec- 
ond, and a few for a third, course of insulin coma 
treatment. Personal communications with Dussik’ 


indicate that our experience and results with insulin 
therapy are about the same, although the degree of 
recovery has not been classified into grades 1, 2, 3, 
and 4, as in his cases. 


‘From our experience, we believe that combined 
insulin coma treatment with small doses of Thorazine 
is the method of choice, particularly in female schizo- 
phrenic patients who meet the indications for insulin 
coma therapy. Fewer relapses are seen with use of 
the combined method than when insulin or tranquil- 
izers alone are employed. Furthermore, we are of the 
opinion that relapses are less severe and are more 
quickly amenable to treatment upon return to the 
hospital. 
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Follow-Up Clinic 
In A State Tuberculosis Hospital 
Preliminary Report 


The author reports the one-year results in a follow-up clinic of a state tuberculosis 
hospital. Both hospital workers and patients have cooperated well, and hospitalization 
has been shortened on an average of six weeks in the past half year. 


C. J. QUINTANILLA, M.D.; JORGE VALLES, M.D.; and E. F. WHITE, M.D. 


Harlingen, Texas 


ACILITIES and funds to establish a follow-up 

clinic for any discharged indigent patient of the 
Harlingen State Tuberculosis Hospital were author- 
ized by its governing body, the Board for Texas 
State Hospitals and Special Schools, in February, 
1959. This Clinic began functioning April 15, 1959. 

This particular hospital, with maximal capacity of 
540 patients, is located in the lower Rio Grande 
Valley and serves a population of 400,000, 40 to 80 
per cent of which is of Mexican extraction. It was 
formally opened January 6, 1956, and was filled to 
capacity by April, 1957. 

The follow-up clinic was launched not without 
some healthy doubt about its eventual success. A 
probable lack of response was anticipated on the part 
of both the hospital staff and the large body of 
discharged patients, many of whom had been gone 
from two to four years and who had left under vari- 
ous circumstances. Much to our surprise and satisfac- 
tion, we were proved poor prognosticators on both 
points. 

Before the follow-up program was instituted, small 
conferences were held individually with the hospital 
departments which were to be involved, and the 
possible values of the program to the discharged pa- 
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tients were explored. Once these workers were con- 
vinced of the benefit to the patient and the hospital, 
formal organization was possible. One of us (J. V.) 
served as director of the Clinic in addition to his 
regular duties as full-time staff physician in charge 
of a ward of more than 70 pediatric tuberculous 
patients. Office space, two offices adjacent to the 
admitting office, was obtained. One stenographer 
was hired to keep records, mail appointment re- 
minders, and so on. A second stenographer was hired 
seven months later. Total additional cost to the hos- 
pital has been the salaries of these two employees. 


CLINIC PROCEDURES 


Every patient who comes to the Clinic is inter- 
viewed by the director. A chest roentgenogram is 
made and is seen before the patient leaves the Clinic, 
at which time a preliminary opinion concerning the 
patient's status is given him. Patients are provided 
with specimen bottles and mailing containers for the 
collection of sputum, when this is deemed necessary. 
Specimens are returned by mail to our laboratory, 
where cultures for tubercle bacilli are performed. 
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TUBERCULOSIS HOSPITAL — Quintanilla — continued 


If a patient who is to continue antimicrobial ther- 
apy is indigent, he is given a supply of drugs suffici- 
ent for one, two, or three months of treatment, as 
designated, at the time of his visit. 

No attempt is made to diagnose or treat patients 
for any other illness than tuberculosis. A number who 
are known diabetics are encouraged to follow closely 
the recommendations of their private physicians con- 
cerning management of the diabetes. Occasionally, 
blood-sugar determinations and urinalyses are done 
and the results sent to the private physician. 

The whole medical staff meets each week to review 
cases. At this conference formal recommendations 
are incorporated in the patient’s hospital records 
involving such decisions as whether to continue drug 
treatment, optimal frequency of return visits, or need 
for rehospitalization. In general, patients who con- 
tinue to receive drug therapy are asked to return at 
three month intervals. Those who have just discon- 
tinued drug therapy are asked to return for re-evalua- 
tion six months later; patients who have not received 
antimicrobial therapy in six months or longer are 
asked to return at yearly intervals. 


Reports of findings and recommendations of the 
conference are sent to the local health department, 
if one exists; to the physician who referred the pa- 
tient to the hospital; and also—in nontechnical lan- 
guage—to the patient. In instances in which patients 
live too far from the hospital to report, chest roent- 
genograms made by private physicians or public 
health clinics have been mailed to the Clinic; our 
recommendations and reports are made in the same 
manner. In Webb County, in Laredo, a follow-up 
clinic established locally by the health department 
has given excellent cooperation, sending adequate 
reports of their findings on our patients. 


In this, as in any other tuberculosis hospital, a cer- 
tain number of patients are discharged as proved or 
probably nontuberculous after adequate studies. Usu- 
ally these patients are not requested to return to the 
Clinic. In a few cases, patients have been re-examined 


once as a safeguard, then dropped from the Clinic 
rolls. 


One interesting by-product of this Clinic is related 
to the significant number of former patients who are 
physically able to work but who have been unable 
to find employment because of the stigma of the 
diagnosis of tuberculosis. The full-time hospital vo- 
cational rehabilitation counselor placed a number of 
these persons in gainful employment. Although it is 
true that this is not primarily a purpose of the Clinic, 
it has been gratifying to help transfer some patients 
from welfare rolls to productive activity again. We 
feel a moral obligation to help in this respect, when 
possible. 
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RESULTS 


The length of hospitalization of many patients has 
been decreased since it is possible, with the present 
system, to (1) furnish medications to indigent pa- 
tients, (2) be reasonably certain that they will take 
them, and, further, (3) be reasonably certain that 
patients will return to the Clinic when called. The 
authors believe that these conditions are an absolute 
minimal standard for discharge earlier than usual. 
Although hospitalization for the past six months has 
been shortened by an. average of only 6 weeks, further 
reduction is anticipated as experience is accumulated 
and as currently hospitalized patients learn the impli- 
cations of such early discharge. 

As was mentioned earlier, the degree of response 
on the part of former patients was misjudged. Of the 
first 805 letters requesting such patients to return 
for examination, 165 were returned unclaimed, the 
addressee’s whereabouts being unknown as in the 
case of migrant laborers. Of the 740 patients who 
received the initial letter, 652 returned for a clinic 
visit (Table 1). These 652 patients have, upon 


TABLE 1.—Results of Initial Mailing to 805 Former 
Patients Asking Them to Report for Examination. 





Letters returned unclaimed..... Eee nF Ss Tote hoe te ae 
Requests received ........ it .740 
Patients returned ........... : re . .652 





recommendations subsequent to the first visit, had a 
total of 1,060 examinations. Of the group of 652 
patients, 62 who had left the hospital against advice 
returned as a result of a single invitation, whereas 
590 who had been given a medical discharge returned 
voluntarily (Table 2). 


TABLE 2.—Relationship of Patients Discharged With and 
Without Medical Advice in 652 Follow-up Cases. 





Discharged with medical advice......... areas 590 
Discharged against medical advice... ... 62 

MM To hake NF .652 
Total number of examinations. 1,060 





An analysis by classification of the stage of disease 
on re-examination for the 590 patients discharged 
with medical advice is presented in Table 3. The pre- 
dominance of moderately and far advanced disease 


TABLE 3.—Disease Stage on Re-examination in 590 
Patients Discharged with Medical Advice. 





Stage of Disease No. of Patients 





MINE Se dyer Ane Oe ev erae tence gtk ae 99 
Moderately advanced ....... ea oe 
Far advanced ..... Reo he MORAN ..245 
NE go ois ctasbich ata EPC tk ee eRe 53 
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should be of concern in this group, as well as the 
number of patients with primary active disease. 
Our principal concern, of course, is the relapse rate 
among discharged patients in any category, including 
against medical advice, with medical advice, drug 
treatment only, and drug treatment plus surgery. The 
number of patients discharged with medical advice 
in whom disease was reactivated is shown in Table 4. 
An analysis of the relapse rate in patients dis- 
charged with medical advice, treated with and with- 


TABLE 4.—Follow-up Study in Patients Discharged with 
Medical Advice. 


Duration. of Total No. 


No. in Whom 
Year Study (Years) of Patients Disease Reactivated 
1956 


4 41 
1957 : 90 

2 

1 





1958 196 
1959 263 


out operation, is given in Table 5. The relapse rate 
of the small group who left against medical advice 
is shown in Table 6. Finally, duration of follow-up 
studies for patients discharged with medical advice 


TABLE 5.—Relapse Rate Among Patients Discharged 
With Medical Advice. 

Total No. 

Of Patients Relapses 
Drug treatment only 6 
Drug treatment plus surgery... . 4 


Type of Therapy 
10 


TABLE 6.—Relapse Rate Among Patients Discharged 
Against Medical Advice. 





Discharged 
Relapsed (no surgery) 


is shown in Table 7. The number of relapses early 
after discharge substantiates the impression of other 
observers that the longer a patient remains free of 


TABLE 7.—Discharges with Medical Advice Per Year. 


1958 
1959 


Total... 


relapse, the more certain he is to continue to remain 
so. 

In the years before the use of long-term anti- 
microbial therapy—with or without resectional sur- 
gery—telapse rates in some series were as high as 
28.5 per cent in far advanced disease. Some long- 
term antimicrobial therapy reports now depict relapse 
rates of 8 per cent in comparable cases. It has been 
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author, presented this article be- 
fore the Section on Public Health 
of the Texas Medical Association 
in Fort Worth on April 11, 1960. ~ 


generally accepted that the reactivation rate is in 
direct proportion to the extent of disease and in in- 
verse proportion to the length of treatment and hos- 
pitalization. Also, it has been generally believed that 
many relapses could be attributed to the type of life 
to which the patient returned, whether a sedentary 
occupation, heavy manual labor, or other circum- 
stances considered beneficial or detrimental. 


Thus far, no significant difference has been noted 
in the relapse rate of patients who return to what 
is usually considered an ideal environment, as com- 
pared with those who have little or no education and 
who have had to return to heavy physical effort. 
Perhaps as our studies continue, it will be found that 
after proper treatment, physical activity does not 
have nearly as much influence on reactivation rates 
as was once thought. 


These follow-up studies may help to clarify one 
final point: the proper management of bronchiectasis, 
or at least of bronchial changes, in patients with 
clinically inactive tuberculosis. In most patients with 
advanced disease and in those with moderately ad- 
vanced lesions, evidence of pronounced bronchial 
damage and distortion remains after parenchymal 
components have cleared. Many chest physicians, in- 
cluding the authors, have advocated—some rather 
violently—resection of these areas of residual bron- 
chiectasis. In the last three years this attitude has 
been reconsidered. We now suspect that many of 
these patients would do as well without surgical 
treatment. We refer to those in whom repeated 
sputum cultures are negative and in whom there are 
no clinical symptoms referrable to the bronchiectasis. 


The authors are unaware of any publication in 
which a large number of patients in this category 
with sufficient follow-up observation have been 
compared with those in whom areas of bronchiectasis 
were resected. Since 1957 bronchograms have been 
made for most of our patients with moderately ad- 
vanced and far advanced disease. Some have had 
resection and others have not, to serve as controls. 
At some time in the future, an answer may be ob- 
tained to this important and much argued point. 


® Drs. Quintanilla, Valles, and White, Harlingen State 
Tuberculosis Hospital, Harlingen. 
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A Local Health Department Employs 


ELIZABETH GENTRY, M.D. 
AUSTIN, TEXAS 


A 
Physical 
Therapist 


A physical therapist employed in a local public health unit can 
contribute to community health in many ways. The work of such a 
therapist temporarily employed by the Austin-Travis County Health 
Department proved so valuable that a full-time therapist has been 


permanently employed. 


S THE NUMBER of persons with acute disease 

has decreased, health departments have given 
service to increasing percentages of people with 
handicapping conditions, many of which are ortho- 
pedic. This fact makes rehabilitation a necessity, and 
rehabilitation includes physical therapy service. 

For several years members of the administrative, 
medical, and nursing staff of our local public health 
unit had discussed the desirability of employing a 
physical therapist to enhance rehabilitation activities. 
However, salaries for nurses, sanitarians, and clerks 
were always too few, and this new position was 
never added. One day more than a year ago, it oc- 
curred to the director of the nursing service that 
there was in the community an unemployed physical 
therapist, and also a lapsing nurse salary. One of 
the health unit's nurses had gone away to school and 
8 months of her salary was available. It was decided 
to secure the unemployed physical therapist to deter- 
mine whether the effectiveness of her service could 
be demonstrated within a short time. Last October 
a permanent, full time therapist was employed. She 
is considered one of the most valuable members of 
the local public health team. 

By means of several case reports, I shall outline 


7% 


what these 2 physical therapists have been able to 
accomplish—the first after 5 months of service, and 
the second after 4 months. 


A physical therapist can secure results easily and 
early. 


CASE 1.—Mr. W. P., 69 years old, was in a nursing 
home. He had had a leg amputated in January, 1959, 
received physical therapy 4 times in the hospital, and was 
referred to our physical therapist upon discharge. The 
therapist’s, services included help with crutch walking, 
strengthening of arms and legs, and step climbing. The 
patient progressed rapidly, and on one occasion ran away 
from the nursing home. Later he came and went from the 
home with permission. 

Without physical therapy, this man would not have be- 
come ambulatory because the nursing home operator would 
not have taken him to the hospital for therapy, nor would 
the nursing home staff have performed the necessary pro- 
cedures without the follow-up visits of the physical thera- 
pist. 


A physical therapist is an important member of 
the community health team. 


CASE 2.—G. S., an extremely obese 12 year old girl, had 
had poliomyelitis at 15 months of age. She had been 
operated upon three times and had received physical ther- 
apy at the hospital many times. Physical therapy had been 
given regularly for several months immediately after the 
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acute phase of the disease, then intermittently with no 
follow through because transportation of the child was too 
great a problem for the family. The patient had become 
obese a few months after she acquired poliomyelitis. Fail- 
ure to continue the exercise program increased her obesity 
and made her braces uncomfortable, difficult to put on, and 
difficult to fit. In addition, it made transportation for 
examination by her physician more difficult, so that she 
did not report as often as she should. She crawled around 
on her hands and knees, not walking until she was about 
4 years old. Through the efforts of the public health nurse, 
a wheel chair was secured for her when she was 11 years 
old. 

The patient was seen bi-weekly by our physical therapist 
from February 25 through May 29. The therapist resigned 
shortly after the last date, and the patient did not have 
any more physical therapy until fall, when she went to 
the hospital 3 times in October and November. The second 
therapist saw the patient on November 3. G. S. had 
walked some during previous years, but not satisfactorily, 
and she could not go up and down steps. Now she walks 
well, going up and down steps, and she has started to do 
housework, washing dishes, making beds, sewing, and 
doing some cooking. She could have washed dishes and 
sewn before this time, if her parents had encouraged her. 

Since the age of 7 she had had a home-bound teacher. 
In May, 1959, our therapist asked her parents about send- 
ing her to school. They expressed anxiety about her falling, 
and this suggestion was not followed up because we had 
no therapist. Our present physical therapist was successful 
in getting her admitted to school in February, 1960, and 
the patient is doing well. She walks part of the time and 
uses a wheel chair the rest of the time. Since admission 
to school she has lost a great deal of weight. Her morale 
and the pride of her parents have skyrocketed. 

What might have happened to this patient if the health 
department had had a therapist earlier! Probably she would 
have walked well long before, and she might have started 
school at the same age as other children. 


A physical therapist can help people even after 
years of neglect. The previous patient illustrates this 
point, as does the next. 


CASE 3.—Miss P. F., 24 years old, had had rheumatoid 
arthritis since the age of 12 years, and had become com- 
pletely bedridden at age 17. She has received a great deal 
of community service since the onset of disease, and has 
had a home-bound teacher for a few years. The county 
welfare department paid for nursing home care after she 
became bedridden. The public health nurse saw her 
several times a year during this entire period, promoting 
evaluation of her health status in Galveston, securing finan- 
cial and other help from civic clubs, and encouraging the 
patient to do handicraft. Amazingly, she has been cheerful 
most of the time so that people have been anxious to help 
her. 

In 1952 the patient received intensive physical therapy 
for ankylosis and contractures in Galveston. After her return 
to Austin, she was seen once a week in the physical therapy 
department of a hospital for more than a year, then did 
not receive treatment until our therapist saw her in Janu- 
ary, 1959. By this time contractures and ankylosis had 
become so extreme that her head was bent forward onto 
her chest, her shoulders were fixed, and her legs were 
acutely flexed at knees and hips. She complained of pain 
in her neck. 

Her physican did not think anything could be accom- 
plished, but gave the physical therapist permission to try. 
Traction was applied to the neck with weights, which were 
gradually increased in size. Pain decreased rapidly. During 
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the summer the traction apparatus broke, and the nursing 
home operator did not get it repaired. Our second physi- 
cal therapist began treatment again in November. She has 
worked with all of the patient's joints, and has secured 
15° range of motion in all of them except the wrists and 
elbows. The patient’s legs have gradually straightened from 
a knee-chest position to hip flexion of from 70 to 80°. 
Her knees can now be separated 4 inches, whereas formerly 
they touched each other in a fixed position. The patient 
is able to sit up in bed. Previously so much propping and 
holding was necessary that she was not helped to do this. 
These changes enable the patient to carry out much more 
self care. She is able to assist with the brushing of her hair, 
whereas formerly she could not raise her arms above the 
level of her shoulders. She feeds herself without too much 
difficulty, a skill she was about to lose at the time she 
was first helped. She can assist much more with her bath, 
and can move about in bed by herself, something she had 
not been able to do for several years. 

For several years this patient has been making such 
items as potholders, ashtrays, and bowls, some of which 
she has sold. Possibly she will eventually be able to use a 
wheel chair. What happens will depend upon the progress 
of disease and upon what further improvement in mobility 
the patient is able to acquire and maintain. 


Dr. Elizabeth Gentry, assistant di- 
rector of the Austin-Travis County 
Health Department, presented this 
paper before the Section on Public 
Health, Texas Medical Association, 
on April 11, 1960, in Fort Worth. 


From an economic standpoint, the salary of a phy- 
sical therapist is justified, but follow-up treatment 
is essential to maintain this advantage. 


CASE 4.—Mrs. D., 71 years old, had one leg amputated 
and was referred immediately to our physical therapist. She 
was given a wheel chair at the outset of treatment. With 
gait training she learned to ambulate so well with crutches 
that she no longer needs it. She is able to do all of her 
own housework. Without the services of the therapist she 
would have remained a wheel chair patient, and probably 
would have needed increasing amounts of care, possibly 


even nursing home care. Her achievements have made her 
independent. 


CASE 5.—Mrs. C., 58 years old, was referred to our ther- 
apist 6 months after mastectomy. There was limitation of 
shoulder motion from disuse and the patient was unable 
to seek paid work. Furthermore, operation was necessary 
to release the surgical scar. This surgical procedure was 
performed within 2 weeks after referral; 314 months later 
the patient had obtained full range of shoulder motion 
and was ready to return to paid employment. If Mrs. C. 
had received the services of a physical therapist shortly 
after mastectomy, operation on the scar would probably 
have been unnecessary and she could have been earning 
her living by the time of referral. Five months after re- 
ferral she was working 4 days a week. 


CASE 6.—Mr. A., 65 years old, had had the right leg 
amputated because of diabetic gangrene 714 months before 
he was seen by the therapist. A prosthesis he had received 
through a vocational rehabilitation agency no longer fit, 
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PHYSICAL THERAPIST — Gentry — continued 


and he seldom wore it. He was using an old mop handle as 
a cane, an unsafe procedure, and did not have crutches. The 
therapist secured a new prosthesis, a new cane, and crutches. 
The patient needed the crutches if he got up at night or 
on other occasions when he was not wearing the prosthesis. 


CASE 7.—Mrs. A., the 63 year old wife of the patient 
in Case 6, was seriously handicapped by arthritis. She was 
walking little, and was using a pair of unmatched crutches 
found in the house when she had moved into it which were 
too short and which were unstable. The therapist secured 
new cfutches and gave the patient gait training and other 
exercises for mobilization of knees and arm joints. Now 
Mrs. A. is able to do all of her housework most of the 
time, the exception being when her arthritic pains are 
worse. Mr. A. assists with the household chores, and does 
all of them when his wife is unable. Also, they take caze 
of 2 grandchildren without additional help in the home. 
The independence of this couple has saved the community 
a great deal of money. Without it, both might have had 
to go to a nursing home, and the grandchildren would have 
been placed elsewhere. 


Physical therapy services are economical only when 
followed up. 

What happened during the 5 month interval be- 
tween the resignation of our first therapist and 
employment of our second one illustrates this point 
well. P. F., the patient with rheumatoid arthritis, 
would have lost all of her gains, because the nursing 
home operator did not get her traction apparatus 
fixed. Mr. A’s prosthesis was no longer adequate, and 
his cane had been exchanged for a mop handle. J. P., 
a 15 year old boy with juvenile osteochondritis, had 
stopped doing the exercises he had been taught, and 
many other examples could be given. 


DISCUSSION 


It might be of interest to explain how our physi- 
cal therapists built up their case loads. If either had 
awaited physician referrals, it would have taken 
months to find enough patients to keep them busy. 
When we decided to employ a therapist, all of our 
public health nurses were asked to identify patients 
who might benefit by this service. Also, the State 
Department of Public Welfare was requested to give 
names. An internist interested in rehabilitation 
helped our physical therapist, the hospital therapist, 
and me to talk to the intern-resident staff about her 
services and to appeal for referrals. Source of refer- 
rals for 1959 is as follows: public health nurses, 32; 
State Welfare Department, 15; intern-resident staff, 
6. The fact that the physical therapist always gets 
orders from the attending physician may result even- 
tually in more direct referrals from physicians. 





During the 74% months of 1959 our therapists 
served 53 patients in 419 home visits, an average of 
almost 8 visits per person with a range of 1 to 36 
visits. They saw 27 patients in their own homes and 
26 in nursing homes. They teach self care, moving 
about in bed, sitting up in bed, getting in and out 
of bed, walking, going up and down stairs, and get- 
ting in and out of a car. 


Very little equipment is needed by the therapist. 
Powder, lotion, and paraffin are her mechanical tools, 
but her major aids are her hands and her body. She 
uses passive and active exercise, gives paraffin baths, 
and prescribes hot baths or hot soaks before exercise. 
In contrast to the hospital therapist, however, she 
does not have a whirlpool bath, diathermy machine, 
electrical stimulation apparatus, or parallel bars. 


The patient needs a variety of equipment, but 
much of it can be improvised. The apparatus usually 
required are cane and crutch tip replacements, canes, 
crutches, and wheel chairs. Examples of improvised 
equipment are a can of food used as a weight and 
home made sand bags. Thus far it has been possible 
to secure all of the equipment needed for patients. 
Most -families pay for it themselves, usually renting 
it. State Crippled Children’s Division, the hospital, or 
welfare department have paid bills for a few indigent 
patients. In some cases the therapist has transferred 
equipment from one patient to another, when the 
first no longer needed it. She has had less success in 
nursing homes than in private homes. Often the op- 
erator does not promote use of staff time to carry 
out the exercises or to get the patient out of bed, nor 
does she secure recommended sand bags and foot- 
boards. Rehabilitation needs a lot of selling here. 


In order to supplement the services of the hospital 
physical therapist, and not to supplant them, our phy- 
sical therapist visits patients who cannot return to 
the outpatient department, or those who have diffi- 
culty in getting there for reasons such as long dis- 
tance, need of an ambulance for transportation, or 
large parental responsibilities. Until a month ago, 
the medically indigent have been the only ones she 
has attended. Now we are seeking private patients 
as well, and have established a fee schedule for them. 

In summary, the physical therapist has imple- 
mented rehabilitation activities of the local public 
health unit, as well as those of the city hospital. She 
has achieved results in cases in which neglect has 
existed for years. With increasing community atten- 
tion being given to persons with chronic disease, the 
contribution of the physical therapist to public health 
practice attains major importance. 


® Dr. Gentry, 1313 Sabine Street, Austin 2. 
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The primary function of the Licensing Division of the Texas State 
Department of Health is to assist the hospitals of the state in meeting 
and exceeding the standards set forth in the Hospital Licensing Act, 
and to work with them in continued efforts toward better patient care. 


The New Hospital Licensing Program 


FRED P. HELM, M.D., and 
ROYCE L. ASHCRAFT 


Austin, Texas 


HE HOSPITAL Licensing Law was passed in 

August, 1959, by the Fifty-sixth Legislature. Its 
purpose is to protect and promote the public health 
and welfare through provision for the development, 
establishment, and enforcement of certain standards 
in the construction, maintenance, and operation of 
hospitals in the State. Though such established stand- 
ards are new to our state, they generally are estab- 
lished procedures for other state agencies throughout 
the nation, and are intended as another measure of 
service to the private patient, medical personnel, and 
the hospital. That the law and the standards which 
it establishes are progressive is further indicated by 
endorsement of the Texas Hospital Association and 
other leaders in the field of medical service and hos- 
pital care. 

This licensing act establishes only minimal stand- 
ards related to three major phases—sanitation, fire 
prevention, and safety—as approved by the State 
Board of Health, the Attorney General, and the 
Secretary of State. Its purpose is a program of service 
and help to hospitals throughout the state. It is not 
intended, nor will it be administered, as a legal 
method of control within the institutions. 
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Structurally, the law functions through an Advisory 
Council appointed by the Governor, which serves 
the State Board of Health. The Department of Health 
then administers the functions through the Hospital 
Licensing Division. Members of the Advisory Coun- 
cil include Dr. Van D. Goodall, Clifton; Dr. Edwin 
E. Conner, Houston; Dr. Richard L. Stratton, Cuero; 
J. Richard Gates, Administrator, Ragland-Fenlaw 
Clinic Hospital, Gilmer; Robert B. Neal, Jr., Admin- 
istrator, Flow Memorial Hospital, Denton; D. S. 
Riley, Administrator, Malone and Hogan Clinic- 
Hospital, Big Spring; Jose R. De Leon, Pharmacist, 
Corpus Christi; F. V. Wallace of the Shamrock Oil 


Dr. Fred P. Helm, the senior au- 
thor, is Chief of the Special Health 
Services of the Texas State De- 
partment of Health. His co-author, 
Mr. Royce L. Ashcraft, is Director 
of the Hospital Licensing Division. 
This article was presented before 
the Conference of City and County 
Health Officers on April 12, 1960, 
in Fort Worth. 
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HOSPITAL LICENSING — Helm — continued 


Corporation, Amarillo; and J. W. Clements, Presi- 
dent of the Stephenville State Bank. 


The Plan of Survey 


The Licensing Division Office of the Texas State 
Department of Health includes the services of two 
field inspectors, as well as of its director. The field 
men will survey hospitals within the counties of the 
state not served by county health units. Local fire 
marshals will make inspections and complete the 
hospital fire survey forms. 

With such a tremendous task ahead, the coopera- 
tion of physicians is sought in implementation of 
the functions of this service. Of course, the program 
is new and a long way from being complete. Its 
operation is not without faults, and presently estab- 
lished standards are minimal only. The two survey 
sheets have been designed to fit all types and sizes 
of organizations. Of necessity they are broad in scope, 
but this factor should not prove a handicap since 
the objective of each individual study is to set forth 
the service the specific organization is rendering 


to the people it serves. Since the form cannot fit 
every situation adequately, this is where Licensing 
Division personnel fit into the survey plan. 

Since the Hospital Licensing Law became effective 
January 1, 1960, temporary licenses have been issued 
to existing institutions; regular licenses are to be 
approved after the survey. At present 691 organiza- 
tions are operating with licenses under this pro- 
gram. The fees they pay are based upon bed capac- 
ity at a rate of $1 per bed, within limits of a $25 
minimum and $300 maximum. New construction is 
also given adequate recognition under provisions of 
the law. Plans and specifications covering construc- 
tion must be submitted to the agency for review and 
approval. 

In summary, the primary function of the Licensing 
Division is to assist the hospitals of the state in 
meeting and exceeding the standards set forth in the 
Hospital Licensing Act, and to work with them in 
continued efforts toward better patient care. Enact- 
ment of the law resulted, in part, from the efforts 
of hospital and medical administrators. It is the 
objective of our office to serve them in every way 
possible. 


® Dr. Helm and Mr. Ashcraft, Texas State Department of 
Health, Austin. 
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A Summary 
for the 


Acute 
Intermittent 


Clinician 


D. A. MALOOLY, M.D., Rochester, Minnesota; and 


Porphyria 


N. C. HIGHTOWER, JR. M.D.; 
J. D. IBARRA, JR., M.D.; and 


R. D. HAINES, M.D., Temple, Texas 


A clinically oriented review of hepatic porphyrin synthesis is pre- 
sented to facilitate understanding of laboratory screening procedures 
for diagnosis of acute intermittent porphyria. Four case reports illus- 
trate several facets of this disease, and current concepts of therapy are 


summarized. 


HE DIAGNOSIS of acute intermittent porphyria 

need not be missed. Watson and Schwartz! in 
1941 described a simple test for urine porphobili- 
nogen which enables a physician to screen patients 
with little difficulty. This test should be used when 
diagnosis is obscure in a patient with bizarre ab- 
dominal, neurologic, or psychiatric symptoms. Al- 
though acute intermittent porphyria is relatively rare, 
it is not difficult to establish the diagnosis once the 
disease is considered. In this summary of acute inter- 
mittent porphyria, the authors illustrate a simplifi- 
cation of the biochemistry of porphyrin synthesis. 
Case histories of 4 patients with acute intermittent 
porphyria are presented to emphasize important clin- 
ical features of the disease. Simple laboratory pro- 
cedures for the qualitative determination of porpho- 
bilinogen, uroporphyrin, and coproporphyrin are out- 
lined according to the methods of Kark,? and current 
concepts of therapy are summarized. 


Porphyrin Synthesis 


The inborn error of metabolism in acute intermit- 
tent porphyria is thought to reside in the enzymes 
essential to hepatic porphyrin synthesis. Porphyrin 
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synthesis in the bone marrow apparently is not af- 
fected.®: 4:5 

A simplified scheme of hepatic porphyrin syn- 
thesis is depicted in Fig. 1. Porphyrin precursors 
(acetate, succinate, and glycine) give rise to delta- 
aminolevulinic acid.* Successive stages in this path- 
way involve porphobilinogen, uroporphyrin III, cop- 
roporphyrin III, protoporphyrin III," and respiratory 
enzymes.” *§ For simplification, intermediate stages 
from porphobilinogen to uroporphyrinogen III to 
coproporphyrinogen III to coproporphyrin -III have 
not been indicated fully in the scheme. 

Delta-aminolevulinic acid, porphobilinogen, uro- 
porphyrins, and coproporphyrins may be found in the 
urine normally, but only in minute amounts detect- 
able by special tests. These small amounts of por- 
phyrins do not influence the screening tests usually 
employed for acute intermittent porphyria. The nor- 
mal urinary value for delta-aminolevulinic acid is up 
to 20 micromoles per 24 hours.’ Porphobilinogen 
may be found in concentrations up to 4 micromoles 
per 24 hours.® Uroporphyrin (primarily type I with 
a trace of type Il) appears in the normal urine in 
the amounts of 15 to 30 micrograms per day.’ In 
men, the amount of coproporphyrin is 18959 
micrograms per day, and in women, 13442 micro- 
grams per day.’° 





Fig. 1. Left. Schematic diagram illustrating normal por- 
phyrin synthesis in the liver and excretion by the kidney. 


In acute intermittent porphyria, the urine may 
contain delta-aminolevulinic acid, porphobilinogen, 
uroporphyrins, and coproporphyrin (Fig. 1). Wal- 
denstrom™ indicates that a partial enzyme block 
occurs at the stage of conversion of delta-aminolevu- 
linic acid to porphobilinogen, and another enzyme 
block at conversion of porphobilinogen to uropor- 
phyrin III. Faulty condensation of porphobilinogen to 
uroporphyrin I then occurs, and urinary excretion 
of coproporphyrin III is increased. 

The controversial Waldenstrom porphyrin or uro- 
type porphyrin may be indicated simply as a com- 
plex of type III and type I uroporphyrin in the urine. 
Type I uroporphyrin predominates.'* The term “Wal- 
denstrom porphyrin” was first used by Grinstein, 
Schwartz, and Watson!* in 1945 to designate porphy- 
rin isolated by Waldenstrom’s and other methods 
from unheated urine of patients with porphyria. Wat- 
son and Berg!‘ cited Rimington and co-workers as 
indicating that the Waldenstrom porphyrin consisted 
of 75 per cent uroporphyrin III and 25 per cent uro- 
porphyrin I in a complex. Watson, Berg, and Hawk- 
inson’® concluded that a mixture of 4 parts of uro- 
porphyrin I with 1 part of a type III heptacarboxyl 
porphyrin with a melting point of 208C. (“208” 
porphyrin) behaves as a single or type B Walden- 
strom porphyrin when dissolved and allowed to 
stand in normal urine. The small amount of Walden- 
strom porphyrin in fresh unheated urine is mainly 
type I, with a small though variable proportion of a 
heptacarboxyl, type III porphyrin. Type III ( probably 
octacarboxyl) is preponderant in the unheated urine 
in some patients, but they are exceptional.!* 1¢ 


From the Department of Internal Medicine and the De- 
partment of Clinical Research of the Scott and White 
Clinic. 
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Right. Schematic diagram illustrating porphyrin syn- 
thesis and excretion in acute intermittent porphyria. 


Clinical Aspects 


Abdominal, neurologic, and psychiatric symptoms 
comprise a triad for acute intermittent porphyria 
(A. I. P.) The varied manifestations in each of these 
categories have been excellently tabulated and dis- 
cussed by Waldenstrom,'! Watson,!* Kark,? and 
Martin and Heck.’* The following case. reports are 
illustrative. 


CASE 1.—A. I. P. characterized by abdominal pain, obsti- 
pation, quadriplegia, residual neurologic signs, red urine, 
and sudden death during second attack. A 49 year old Cau- 
casian man was seen in February, 1953. Chief complaint 
was abdominal pain of 3 weeks’ duration. The patient had 
been well until 714 years previously, when he had had 
severe abdominal pain, aching along the anterior portion 
of both thighs, and severe vomiting. A few days later he 
had become paralyzed from the neck downward. For 8 
months he was unable to stand, and he could not walk 
until 2 years later. He had not regained complete use of 


his hands, and was unable to perform finer coordinated 
movements. 


Severe, continuous, cramp-like pain in the umbilical 
region developed 3 weeks before the patient was seen at the 
Clinic. Narcotics were required for relief. In addition, he 
had had severe vomiting and constipation. Review of symp- 
toms showed that with hesitation and straining accompanied 
by dribbling, the patient had been passing dark red urine 
for 1 week. 


Physical Findings: At time of admission, the patient was 
fairly well nourished and was in acute distress from ab- 
dominal pain. The systolic blood pressure was 142/94 
mm. of mercury. Tenderness of the abdomen was general- 
ized but was most pronounced in the epigastrium and just 
below the umbilicus. The liver was not enlarged. Neuro- 
logic examination showed bilateral wrist drop and inability 
to dorsiflex the feet. Muscular atrophy was observed in all 
4 extremities, but were more noticeable in the upper ex- 
tremities. Reflexes were normal except for the abdominal 
and cremasteric reflexes, which were absent. Pin prick and 
light touch sensations, as well as vibration sense, were in- 
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tact. Because of weakness of the abdominal muscles, the 
patient was unable to sit. 

Laboratory Studies: Initially, the urine was amber-colored, 
with acid reaction and a trace of albumin. Several days later, 
it was examined for porphyrins; results were strongly posi- 
tive for porphobilinogen, uroporphyrin, and coproporphyrin. 
The urine at that time was reddish-pink. Hemoglobin con- 
centration was 15 Gm./100 ml., and red cell count 4,970,- 
000. Leukocyte count was 11,000 with normal differential 
count. Sedimentation rate was 11 mm. in 1 hour (Wester- 
gren method). The Kline serologic test was negative. A 
bromsulphalein test of liver function showed grade IV 
retention of dye. Roentgenograms of chest and abdomen 
and fluoroscopic examination of the esophagus, stomach, 
and duodenum were within normal limits. Serum amylase 
was 109 units. 

Course in Hospital: Diagnosis of acute intermittent por- 
phyria was not made until 3 days after admission. A freshly 
voided specimen of acid urine which had been left standing 
exposed to sunlight turned port wine in color. Studies 
listed previously confirmed the diagnosis. Unfortunately, 
the patient had received Nembutal and phenobarbital. In- 
termittent exacerbation of abdominal and neurologic symp- 
toms. occurred during hospitalization. The fifth day after 
admission, the patient was feeling relatively well and was 
without pain. That night cyanosis and respiratory distress 
developed, and he died suddenly. 

Family History: Careful inquiry into the family history 
did not reveal any symptoms or signs of overt porphyria. 
Urine was obtained from the patient’s son and 2 grand- 
daughters. Porphobilinogen and fluorescence tests on these 
samples produced negative results. 


The intermittent course of acute intermittent por- 
phyria is well illustrated by this case history. Two 
attacks 7 years apart were all that were known to 
have occurred before death. Relief of abdominal pain 
required the use of narcotics, illustrating the severity 
pain can assume in this condition. Unfortunately, at 
first urinalysis urine was amber, a finding which did 
not confirm the patient’s history of “red urine.” Since 
porphobilinogen is colorless, the Watson-Schwartz 
test and not the color of the urine should be the 
deciding factor in exclusion of the diagnosis of acute 
intermittent porphyria. Residual neurologic changes 
are not rare in this disease, and unexplained neuro- 
logic findings should suggest acute intermittent 
porphyria as a possible explanation. Sudden death by 
respiratory paralysis, such as presumably occurred in 
this patient, is possible in these patients.1® Evidence 
of hepatic impairment may be noted.”° 


CASE 2.—A. I. P. characterized by onset after parturition, 
obstipation, nervousness and irritability, loss of vision and 
unusual visual field defect, abdominal pain, quadriplegia, 
and partial recovery with neurologic residual defects. A 31 
year old Caucasian woman was seen in April, 1953. She 
had been in good health until June, 1948. About 2 weeks 
after the delivery of her only child, severe obstipation and 
blurred vision developed, and the patient became extremely 
irritable. These symptoms subsided in about 1 month. She 
had remained well until the summer of 1951, when she 
noted fatigue and vague indigestion, which consisted of 
epigastric gnawing pain, relieved by food, alkalis, and milk. 
She also had backache and aching in the thighs and calves 
of her legs. That fall a severe “cold” with cough had lasted 
about 3 weeks. The patient then had obstipation, severe 
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Dr. D. A. Malooly, the senior au- 
thor, is a former resident in medi- 
cine at Scott and White Memorial 
Hospital and Scott, Sherwood and 
Brindley Foundation, Temple. 


abdominal pain, and vomiting which persisted for 4 days, 
then subsided spontaneously. Two days later she had a grand 
mal seizure and was hospitalized. Nervousness and irritabil- 
ity were followed by progressive blurring of vision, in- 
coordination in use of hands and feet, generalized muscular 
weakness, and quadriplegia. She then lapsed into a coma, 
which lasted 10 days. During this period the urine was 
dark red, and diagnosis of porphyria was made. In the 
next 2 weeks, she improved rapidly; at the end of the 
month, she left the hospital. Recovery from paralysis oc- 
curred first in the arms, then in the legs. Vision returned 
to the upper half of each visual field; however, she never 
regained sight in the lower part of the fields. Coordination 
gradually improved during the next year and a half to the 
extent that she was able to button her clothes and perform 
some fine movements of the fingers. In June, 1952, for a 
period of 2 or 3 days, blurring of vision, mental confusion, 
and incoordination increased. The patient also noted that 
during the 2 or 3 days before onset of menstrual periods, 
which were normal, she experienced increased muscular 
weakness, incoordination, and diminution of vision. 


Physical Findings: At admission, this well developed 
young woman exhibited difficulty in walking and in step- 
ping upon a stool. Weight was 130 pounds. Blood pressure 
was 112/70 mm. of mercury. Temperature, pulse rate, 
and respiratory rate were within normal limits. The edge 
of the liver was palpable about 1 cm. below the costal 
margin. Slight depression of the left Achilles reflex was 
noted. The biceps, triceps, and patellar reflexes were equal 
and active. Slight incoordination of the movements of the 
hands and fingers existed. Clonus and the Babinski sign 
were absent. Pitting edema of the ankles was grade I. 

The ophthalmologic consultant related that the fundi 
revealed clear media. Optic disks were round with distinct, 
sharp margins. Arteriovenous ratio was 1:3. Arteriovenous 
nicking, hemorrhages, or exudates were not present. In 
each eye the macula was distinct, and foveal reflexes were 
normal. Inferior visual fields were absent with contraction 
of the nasal fields (Fig. 2). An additional diagnosis of 
hypermetropia with astigmatism was made. The eyes were 
refracted, and 16 diopter prisms were prescribed base down- 
ward. 


Laboratory Studies: Several urinalyses were performed. 
The urine was clear yellow to amber with specific gravity 
varying from 1.004 to 1.018. Porphobilinogen was posi- 
tive; a 24 hour urine collection yielded 21 Ehrlich units 
of porphobilinogen read against urobilinogen as a standard. 
Urine specimens were positive for coproporphyrin. All 
specimens were negative for uroporphyrin. 

Hemoglobin concentration was 11.5 Gm./100 ml. of 
blood. The erythrocyte count was 4,000,000. Erythrocyte 
sedimentation was 19 mm. per hour (Westergren). Blood 
morphologic studies revealed hypochromic, normocytic 
anemia. 

Kline serologic test was negative. The spinal fluid was 
clear, containing 20 mg. per cent of protein. The Eagle 
serologic test was negative, and the Lange curve was flat 


803 





ee 


TET LN 
EN 
Le |) eee 


TEST OBJECT 3/1000 WHITE 
0.S. 


LEN 
(aABear ive Ri 
Bois ee tt) 
e411. 
I I 
INK Tp PT tL 


TEST OBJECT 3/1000 WHITE 
0.D. 


Fig. 2. Case 2. Visual fields. Absence of inferior fields results in bilateral altitudinal or horizontal hemianopsia. 


at the zero level. The bromsulphalein test of liver function 
did not show dye retention. The serum albumin was 3.6 
Gm., and the serum albumin was 2.6 Gm./100 ml. 


Fluroscopic examination of the stomach and duodenum 
showed a small duodenal ulcer deformity without crater 
or obstruction. The stomach was normal. Roentgenologic 
examination of chest and colon did not demonstrate ab- 
normalities. 


Follow-up: The patient experienced progressive psychotic 
deterioration, requiring institutionalization. 


Family History: The patient’s mother had died suddenly 
at age 32 after a pelvic operation; mode and cause of death 
were unknown. Urine collected from the patient's father 
and son was negative when tested for porphobilinogen, 
uroporphyrin, and coproporphyrin. 


The relationship of pregnancy to porphyria is be- 
clouded by sedative administration. Durst and 
Krembs*! collected 5 cases of porphyria from the 
literature and added 3 cases of their own. Two of 
their patients had acute exacerbation of porphyria 
after delivery, as did the present patient; however, it 
was believed that medications may have been the 
precipitating factor. Vine, Shaffer, Pauley, and Mar- 
golis** collected reports of 27 pregnancies in 16 
women with porphyria of either acute intermittent 
or mixed type. Pregnancy caused exacerbation in 21 
instances, and death occurred in 4 patients. They 
concluded that the cause of exacerbation was un- 
known but that sedatives and anesthetics partially 
explained the unfavorable effect. 


Ascending paralysis, convulsive disorders, periph- 
eral neuritis, stupor, hemianopsia, periodic blindness, 
and facial palsy have occurred in hepatic porphyria.1* 
This patient demonstrated all of these except facial 
palsy. The unusual visual field defect can best be 
classified as an altitudinal or horizontal hemianopsia, 
and must be a rarer manifestation of acute inter- 
mittent porphyria. 
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CASE 3.—A. I. P. characterized by abdominal pain, obsti- 
pation, and grand mal seizures. A 27 year old Caucasian 
woman was seen in October, 1953. She complained of inter- 
mittent abdominal pain, constipation of 5 years’ duration, 
and dark urine of 3 years’ duration. In 1948 and 1949, she 
had had episodes of constipation and abdominal pain lasting 
2 to 3 days. Abdominal pain was midepigastric, steady, 
cramping, and severe. In September, 1950, she underwent 
appendectomy for severe abdominal pain, vomiting, and 
constipation; however, pain continued postoperatively and 
jaundice developed. Roentgenologic studies of the gastro- 
intestinal tract were within normal limits. After obstipation 
was relieved, she gradually improved. She remained well 
until May, 1953, when she again had obstipation, abdomi- 
nal pain, nausea, and vomiting. Four days after onset of 
these symptoms, she had 4 generalized seizures in 1 day 
and became stuporous. At this time the urine was dark 
orange and became even darker upon standing. Diagnosis 
of porphyria was made. As soon as bowel movements began 
to occur, the patient recovered and remained well until 
September, 1953, when another similar attack occurred, 
except for absence of convulsive seizures. 

Attacks all occurred just before or after a menstrual 
period. The patient’s husband volunteered the information 
that his wife began to lose her appetite, became more ir- 
ritable, and tired easily about 1 month before onset of 
attacks. After the pain disappeared, she remained anorexic 
and irritable for about 1 month, missed 1 menstrual period, 
and gradually regained her appetite. 

Physical Findings: At admission, the patient was thin, 
weighing 104 pounds. Temperature and respiratory and 
pulse rates were normal. Blood pressure was 112/74 mm. 
of mercury. Remainder of physical examination, including 
neurologic examination, was within normal limits. 

Laboratory Studies: Several urinalyses showed clear amber 
urine, with specific gravity varying from 1.007 to 1.020. 
Porphobilinogen measured 3 Ehrlich units/100 ml. Fluor- 
escence tests were positive for coproporphyrin and negative 
for uroporphyrin. 

Hemoglobin concentration was 13.5 Gm./100 ml. Eryth- 
rocyte and leukocyte counts were within normal limits. 
Kline serologic test was negative. Spinal fluid was clear, 
contained 20 mg. per cent of protein, and was negative for 
porphyrin. The Lange curve was flat at the zero level. Liver 
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function studies included thymol turbidity of 2.5 units, and 
bromsulphalein excretion test with grade I dye retention. 

Family History: The patient's mother was said to have 
porphyria, but apparently was asymptomatic. The patient's 
first cousin on her mother’s side had died at age 22 years 
in an attack of acute intermittent porphyria characterized 
by convulsions, paralysis, and coma. The patient’s mother’s 
urine was negative for porphobilinogen and uroporphyrin, 
but weakly positive for corproporphyrin. A maternal aunt’s 
urine was negative for porphobilinogen, uroporphyrin, and 
coproporphyrin. 


This patient’s case history typifies several features 
of acute intermittent porphyria—intermittent attacks 
of obstipation, severe colicky abdominal pain associ- 
ated with nausea and vomiting, irritable personality, 
and grand mal seizures. Jaundice may cause confusion 
with biliary tract disease in differential diagnosis. 
The fact that the patient underwent appendectomy 
during an attack emphasizes the necessity for aware- 
ness of the disease. The change in the patient’s be- 
havior and her irritability illustrate what Kark has 
termed “termagantism,” which should alert the ex- 
aminer to the necessity of screening tests on patients 
with neuropsychiatric symptoms of undetermined 
cause before appending a label of “psychoneurosis,” 
“hysteria,” or “idiopathic epilepsy.” Neither the pa- 
tient’s mother nor her aunt manifested porphobili- 
nogenuria, but both probably bear the porphyric trait 
since their children had the disease. As Walden- 
strom’? pointed out, the excretion of porphobili- 
nogen may be intermittent, hence not detectable by 
a single test.* 


CASE 4.—A. I. P. characterized by recurrent episodes of 
colicky abdominal pain, nervousness and irritability preced- 
ing menstrual periods, obstipation, and grand mal seizures 
probably precipitated by glutethimide. 


A 37 year old Caucasian woman was first seen in Sep- 
tember, 1950. She had colicky pain in the right upper 
quadrant that extended around to the scapula. Attacks had 
started 7 years previously during her second pregnancy. 
Each year since the onset, she had had 1 or 2 attacks of 
biliary colic associated with nausea and vomiting. The gall- 


*Studies by Haeger {Lancet 2:606-608 (Sept. 20) 1958} and our 
own experience with two families would indicate that quantitative 
determinations of urinary delta-aminolevulinic acid and porphobili- 
nogen may be of assistance in uncovering cases of latent porphyria 
and help to explain the negative results obtained with qualitative 
Screening tests such as im this case. 


Fig. 3. Case 4. Genealogic diagram of patient’s family, 
illustrating results of urinary examinations. Other than 


NEGATIVE rs 
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bladder was not visible on the cholecystogram. Serum lipase 
was within normal limits. Cholecystectomy was performed, 
and the thickened gallbladder contained a large number of 
yellow, hard, and faceted stones. The pancreas was indurated 
throughout its length. Although the patient received 250 
mg. of Pentothal sodium intravenously and many doses of 
barbiturates postoperatively, convalescence was uneventful. 
She continued to have mild persistent soreness in the right 
upper quadrant. 


Menstruation had begun at age 10, with regular 28 day 
cycles of 5 days’ duration and average flow. For 3 years 
before admission, she had noted that from 2 to 7 days 
before onset of menstruation, she would have severe cramp- 
ing abdominal pains referred to the right lower quadrant. 
Obstipation was severe. The pain was of such severity that 
she would have to leave her job until 3 to 4 days after 
onset of her period. During this time, according to her 
husband, she was nervous, irritable, tense, smoked exces- 
sively, and was generally unreasonable. Many medications 
prescribed seemed to increase her nervousness, rather than 
causing sedation. 


The patient was seen again at the Clinic in March, 1958. 
The most recent attack of abdominal pain commenced just 
before her menstrual period on March 1, 1958. Several 
days before the onset of pain, red urine was noticed. Ex- 
cessive amounts of medication, primarily glutethimide, were 
taken. On the evening of March 21, a grand mal seizure 
occurred. The patient was given oxygen and Thorazine 
intramuscularly. She showed excessive irritability, confusion, 
and disorientation as to time and place, with defective 
memory for recent events. A second grand mal seizure oc- 
curred about 2 hours later. BAL, 100 mg., was given and 
was repeated every 4 hours. No further seizures occurred. 
During the remainder of the night, she yawned frequently 
and was somnolent intermittently. Other symptoms or signs 
did not progress. A vascular hypertension of 170/100 mm. 
developed. Obstipation was relieved by enemas. Thorazine, 
50 mg. 4 times daily, and BAL, 100 mg. every 4 hours, 
were continued. Two days later, blood pressure had returned 
to normal levels, and the patient was cheerful and eating 
well. Her disposition had changed completely. She was 
given Premarin, 1.25 mg. three times daily, to suppress 
ovulation. When discharged March 26, she was asympto- 
matic. 


Physical Findings: At admission, the patient was an emo- 
tionally unstable woman with normal temperature and 
pulse and respiratory rates. Neurologic examinations then 
and during hospitalization did not demonstrate abnormali- 
ties. There were scars on the right upper quadrant and 
lower midline of the abdomen. Some tenderness existed in 
the right lower quadrant. Pelvic examination was negative, 
and remainder of physical examination was within normal 
limits. 


the patient, urine from 6 members of family contained 
porphobilinogen. Squares, males; circles, females. 


Sudden death after 
abdominal surgery. 


EN 
aoe PATIENT 














PORPHOBILINOGEN 


1 ML. OF EHRLICH’S REAGENT 
TO 
1 ML. OF FRESH URINE 


MIX AND ADD 
4 ML. OF SOL. SODIUM ACETATE 


ADD 
3 ML. OF CHLOROFORM 


MIX 





PORPHOBILINOGEN FORMS 
A Reddish Brown Aldehyde 


WHICH STAYS IN THE 
AQUEOUS LAYER 
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Fig. 4. Diagram of procedure in Watson-Schwartz test 
for porphobilinogen in urine. 


Laboratory Studies: Urine was red with acid reaction. 
Positive results were obtained for porphobilinogen and 
coproporphyrin, and negative for uroporphyrin. A 24 hour 
urine specimen yielded 2.76 Ehrlich units of porphobili- 
nogen/100 cc. Hemoglobin level was 13 Gm./100 ml. 
Blood counts were within normal limits. The Kline test 
was negative. A grade I retention of dye was observed on 
the bromsulphalein test. The alkaline phosphatase was 
6.4 King-Armstrong units, and cephalin cholesterol floc- 
culation, 2 plus. Serum amylase was 113 units. Roentgen- 
ologic findings in chest and abdomen were negative. 

Family History: A maternal uncle had died suddenly after 
an abdominal operation. Two of the patient’s brothers were 
said to be excessively nervous, and her father was said to 
have had abdominal pain. 

Porphobilinogen determinations were made on the urine 
obtained from a number of members of the patient’s family 
(Fig. 3). A trace of porphobilinogen was found in the urine 
of the father, 1 sister, 2 brothers, and 2 nieces. All other 
family members tested had negative results of examination. 


The influence of the menstrual cycle in porphyria 
has been explained by Levit, Nodine, and Perloff,?* 
who showed that either endogenous progesterone 
from ovulatory periods or exogenous progesterone 
caused exacerbation. The history of premenstrual 
exacerbations, as in the present patient, should sug- 
gest this precipitating agent, and may indicate the 
use of estrogens to suppress ovulation. As in the case 
reported by Finkelman, Sumner, and Verde,7* acute 
exacerbation with convulsions developed in the pres- 






806 













ent case after the use of glutethimide (Doriden). 
This case illustrates that studies of the family for 
urinary porphobilinogen excretion may be rewarding 
in detecting latent porphyria. The fact that this con- 
dition is a dominant trait makes family studies man- 
datory. 





Laboratory Tests 


The Watson-Schwartz test for porphobilinogen 
and the reddish fluorescence of uroporphyrin and 
coproporphyrin in ultraviolet light are simple screen- 
ing procedures. The methods tabulated by Kark? have 
proved useful to the authors for such purposes (Fig. 
5). 

Watson-Schwartz Test for Porphobilinogen':* 

Principle: Porphobilinogen forms a red aldehyde 
with Ehrlich’s reagent, which remains in the aqueous 
layer while urobilinogen is extracted into the chloro- 
form layer. 

Reagents: (1) Ehrlich’s reagent (0.8 Gm. of p- 
dimethylamino-benzaldehyde; 150 ml. concentrated 
hydrochloric acid; 100 ml. distilled water). (2) 
Supersaturated aqueous solution of sodium acetate. 
(3) Congo red paper. (4) Chloroform. 


COPROPORPHYRIN 


2 ML. OF GLACIAL ACETIC ACID 
TO 
10 ML. OF FRESH URINE 


MIX AND ADD 
30 ML. OF ETHER SHAKE WELL 


IRRADIATE IN THE DARK WITH 
ULTRAVIOLET LAMP 
COPROPORPHYRIN Fluoresces Red 
IN THE ETHER LAYER 





Fig. 5. Diagram of procedure in test for coproporphyrin 
in urine. 
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UROPORPHYRIN 


IN THE DARK IRRADIATE 10 ML. 

OF URINE WITH ULTRAVIOLET LAMP 
UROPORPHYRIN AND/OR 
COPROPORPHYRIN Fluoresces Red 


IF THIS IS NEGATIVE ACIDIFY THE 
URINE TO pH4 WITH ACETIC ACID 
HEAT FOR 30 MINUTES IN A WATER 
BATH AT 80 DEGREES CENTIGRADE 


REPEAT IRRADIATION WITH 
ULTRAVIOLET LAMP 
UROPORPHYRIN Fluoresces Red 


Fig. 6. Diagram of procedure in test for uroporphyrin in 
urine. 


Method: To 1 ml. of fresh urine add 1 ml. of Ehr- 
lich’s reagent. Mix. Add 4 ml. of supersaturated aque- 
ous solution of sodium acetate and mix. Test with 
Congo red paper should give a red reaction. Add 3 
ml. of chloroform. Mix vigorously. Allow to separate 
into water and chloroform phases. A deep pink-red, 
red-violet, or red-brown color in the aqueous layer 
is positive’? (Fig. 4). 

Interpretation: Watson states that weak residual 
orange or faint pink reactions in the aqueous layer 
should be regarded as highly questionable insofar as 
diagnosis of porphyria is concerned.2> When symp- 
toms are caused by acute porphyria, the porphobili- 
nogen reaction is strong. Positive tests are observed 
exceptionally in lead poisoning, Hodgkin's disease, 
carcinomatosis, cirrhosis of the liver, and central ner- 
vous system conditions such as poliomyelitis and the 
Guillain-Barre syndrome.” ® A false positive orange 
reaction may be obtained after ingestion of pyridi- 
um’? and serenium.** Ingestion of beets also may 
confuse the results.?* 

Tests for Uroporphyrin and Coproporphyrin® 

Principles: Uroporphyrin and coproporphyrin flu- 
oresce red in ultraviolet light. Coproporphyrin is 
soluble in ether, whereas uroporphyrin remains in the 
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aqueous layer. Heat (80C. for 20 to 30 minutes) 
at pH 4 converts nonfluorescing porphobilinogen to 
fluorescing uroporphyrin-type porphyrin.”® 

Equipment and Reagents: (1) Ultraviolet lamp 
(preferably mercury vapor). (2) Glacial acetic acid. 
(3) Diethyl ether. (4) Nitrazine pH paper. (5) 
Water bath. (6) Nonfluorescent glassware, separatory 
funnel, test tubes. Rubber stoppers should not be 
used as isoprene fluoresces blue. 

Method: (1) Separation of uroporphyrin and cop- 
roporphyrin. Add 2 ml. of glacial acetic to 10 ml. 
of freshly passed urine. Add 30 ml. of ether and 
shake vigorously in a separatory funnel. Allow to 
separate into 2 layers. Drain off the lower aqueous 
layer for uroporphyrin test. 

(2) Test for coproporphyrin. Irradiate the ether 
layer with ultraviolet light in the dark. Red fluores- 
cence indicates positive result for coproporphyrin 
(Fig. 5). 

(3) Tests for uroporphyrins. In the dark, irradiate 
the aqueous layer saved from the original separation 
of uroporphyrin and coproporphyrin. Red fluores- 
cence indicates uroporphyrin.** If this is negative, 
acidify the aqueous extract (or the original urine if 
coproporphyrin is not present) to pH 4 with acetic 
acid. Heat for 20 to 30 minutes in a water bath at 
80C. Expose in the dark to ultraviolet light and 
observe for red fluorescence (Fig. 6). Considerable 
amounts of uroporphyrin may be masked, or rela- 
tively normal amounts may yield considerable fluo- 
rescence, depending on conditions.’* 

Interpretation: Uroporphyrin is found not only in 
acute intermittent porphyria but also in erythropoietic 
porphyria, porphyria cutanea tarda, and mixed por- 
phyria.? Positive coproporphyrin test results may be 
obtained not only in acute intermittent porphyria 
and the other porphyrias, but also in a wide range 
of circumstances and conditions. For example, posi- 
tive results may be noted after exposure to lead, 
arsenic, mercury, bismuth, copper, iron, gold, silver, 
zinc, phosphorus, Veronal and Sulfonal, paraldehyde, 
chloral hydrate, amylene hydrate, morphine, and car- 
bon tetrachloride. Febrile illnesses, thyrotoxicosis, ex- 
haustive exercise, severe hepato-cellular damage re- 
sulting from cirrhosis, infectious hepatitis, carcino- 
matosis, pernicious and hemolytic anemia, leukemia, 
Hodgkin’s disease, pellagra, ariboflavinosis, and idio- 
pathic asymptomatic coproporphyrinuria also may 
give positive test results.*® 

Watson advocates determination of porphobili- 
nogen and pre-formed porphyrins in alkalinized, 
relatively fresh urine samples without heating. He 
lists several disadvantages to the heating of acidified 
urine, as follows: (1) conversion of porphobilinogen 
to uroporphyrin is not quantitative and varies con- 
siderably under different conditions, and there is 
reason to believe that the type of porphyrin formed 
is different from that occurring in vivo; (2) deter- 
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mination of uroporphyrin will provide inaccurate and 
artifactitious values; (3) there is significant diminu- 
tion of coproporphyrins. 

Color of the Urine 


Principles: Porphobilinogen is colorless.2* Purified 
samples of uroporphyrin and coproporphyrin appear 
purple-red in direct sunlight, but when added to 
urine do not change its color until concentrations 
commonly observed in erythropoietic porphyria are 
reached.” Porphobilinogen may couple with itself to 
form the ring compound uroporphyrin or a non- 
crystallizable chain compound called porphobilin.™ 
Heat and acidification, as well as exposure to light, 
favor the conversion of porphobilinogen to these 
forms, and much of the color of the urine in acute 
intermittent porphyria may be attributed to porpho- 
bilin."! Kark? believes that other pigments color the 
urine in acute intermittent porphyria and has termed 
these “rosein” pigments. These may develop in urine 
which is acid either naturally or through acidification 
when conditions are favorable for oxidation. “Rosein” 
pigments are extractable by amyl alcohol, but not by 
chloroform or toluene. 


Method: Check the urine for acidity. If alkaline, 
acidify to pH 4 with acetic acid. Allow to stand 
exposed to light. A dark brown to reddish brown 


color indicates the presence of pigments, as described 
previously. 


Interpretation: Since porphobilinogen is colorless, 
freshly passed urine may be colorless, and should not 
exclude the diagnosis of porphyria: In any case the 
Watson-Schwartz test should be used to corroborate, 
make, or exclude diagnosis. 


Current Concepts of Therapy 


As an inborn error of metabolism, the basic meta- 
bolic defect of acute intermittent porphyria remains 
beyond “cure” in the present state of knowledge; 
however, recent advances in treatment provide the 
clinician with measures to assist these patients. 

Avoidance of known precipitating agents is basic. 
Surgical treatment should be avoided as fulmination 
of an acute episode may occur. The anesthetic and 
preoperative use of barbiturates and other sedatives 
may be a major factor in exacerbation after opera- 
tion.”® °° Among medications, barbiturates have been 
the classic offenders. Many other drugs have been 
listed as causes of exacerbation. In a disease marked 
by spontaneous exacerbations and remissions, the in- 
fluence of various drugs is open to question. Even 
some of the agents used to treat acute intermittent 
porphyria have been incriminated. If at all possible, 
known precipitating agents should be avoided. 
Among these are sulfonamides,!® *! heavy metals,!* 
81 oil paints and solvents,*! intravenous Aureomy- 


cin,*” alcohol,’*® glutethimide (Doriden),°* mepro- 
bamate (Equanil, Miltown) ,3* ethchlorvynol (Placi- 
dyl),3* ethinamate (Valmid),** chloroquine (Ara- 
len) ,3* acetanilid,®> and progesterone.?* Unfavorable 
results have been reported with cortisone,®* BAL,*? 
EDTA,!” 37 and chlorpromazine (Thorazine) .*4 

For symptomatic relief, chlorpromazine (Thora- 
zine) has been helpful for relief of nervous symp- 
toms and pain.** Established paralyses, bulbar or res- 
piratory paralysis, and porphyrin metabolism are 
not influenced by chlorpromazine administration. 
Doses of 25 to 100 mg. every 4 to 6 hours have been 
advocated. Inordinate somnolence*® and orthostatic 
hypotension** have been noted with use of this drug 
in patients with porphyria. 

Enemas, Prostigmin,’? and bethanecol (Urecho- 
line )*® may be used for relief of obstipation. 

Alleviation of respiratory failure by use of trache- 
otomy, respirator, and oxygen has been described by 
Doll, Bower, and Affeldt.4® As these authors showed 
in 3 case reports, remission may occur if death from 
respiratory failure can be prevented through these 
measures. 

For pain, Demerol and tetraethylammonium chlor- 
ide may be useful. Pains of peripheral neuropathy 
may be controlled by tetraethylammonium chloride.’” 
Paraldehyde, azacyclonol (Frenquel), and chloral 
hydrate may be used for sedation.*! Rauwolfia ser- 
pentina also has been used.” ** 

Chelating agents, BAL and EDTA, may be of some 
value, especially in cases in which heavy metal intoxi- 
cation is thought to underlie the acute attack. Peters* 
suggested that excessive zinc might cause an enzy- 
matic block in porphyrin synthesis, and that chelat- 
ing agents might correct this metabolic error through 
removal of zinc. Doses of BAL ranging from 50 to 
1,200 mg./24 hours in divided doses were used. 
EDTA was advocated for use in patients with a 
history of exposure to lead. The use of chelating 
agents, especially EDTA, poses the problem of dan- 


THE ROLE OF THE MENSTRUAL CYCLE 
IN PORPHYRIA 


OVULATION 
¥ 


Endogenous progesterone 
produced after. ovulation 
precipitates attacks pre- 
PROGESTERONE menstrually as illustrated 
14 4 by case studies. 

Attack of Porphyria 


NO OVULATION 


Suppression of ovulation 
by exogenous estrogens 
reduces attacks due to en- 


dogenous progesterone. 


Fig. 7. Diagram illustrating action of progesterone and 
estrogen in acute intermittent porphyria. 
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gerous renal insufficiency, and adverse effects, even 
death, have been noted.!*: 87 

The influence of the menstrual cycle in acute inter- 
mittent porphyria was elucidated by Levit, Nodine, 
and Perloff.2? They found that progesterone, either 
endogenous from ovulatory cycles or exogenous, in- 
duced attacks of acute porphyria. Estrogens were ad- 
ministered to suppress ovulation and endogenous 
progesterone. Premenstrual exacerbations in patients 
with porphyria may suggest utilization of this type 
of therapy to reduce attacks (Fig. 7). 

Because acute intermittent porphyria is transmitted 
as a dominant trait,’ the chance of finding other 
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members of the family who bear the metabolic error 
is great. Once acute intermittent porphyria has been 
diagnosed, urinary studies should be performed on 
members of the family in an attempt to uncover 
latent disease.** When patients with latent porphyria 
are discovered, they should be given a card or written 
statement of this fact and a list of medications to be 
avoided. 


® Dr. Malooly, Mayo Foundation, Rochester, Minn. 


Drs. Hightower, Ibarra, and Haines, Scott and White 
Clinic, Temple. 


A complete bibliography and reprints may be obtained 
from the authors at the Scott and White Clinic. 
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Rand Tower, Minneapolis, Executive Vice-Pres. 

American College of Chest Physicians, New York City, June 22-26, 
1961. Dr. M. Jay Flipse, 550 Brickell, Miami, Pres.; Mr. Murray 
Kornfeld, 112 E. Chestnut, Chicago 11, Executive Director. 

American College of Obstetticians and Gynecologists. Dr. John I. 
Brewer, Chicago, Pres.; Mr. Donald F. Richardson, P. O. Box 
749, Chicago 90, Executive Secy. 

American College of Physicians, Miami Beach, May 8-12, 1961. Dr. 
Chester S. Keefer, Boston, Pres.; Dr. E. C. Rosenow, Jr., 4200 
Pine St., Philadelphia 4, Executive Director. 

American College of Radiology. Dr. Earl E. Barth, Chicago, Pres.; 
Mr. W. C. Stronach, 20 N. Wacker Dr., Chicago 6, Executive 
Director. 

American Congress of Physical Medicine and Rehabilitation. Dr. F. J. 
Kottke, Minneapolis, Pres.; Dorothea C. Augustin, 30 N. Michigan 
Ave., Chicago 2, Executive Secy. 

American Dermatological Association. Dr. Marion B. Sulzberger, New 
York, Pres.; Dr. Wiley M. Sams, 308 Ingraham Bldg., Miami 32, 
Secy 


American Gastroenterological Association, Chicago, May 25-27, 1961. 
Dr. Hugh Butt, Rochester, Minn., Pres.; Dr. Wade Volwiler, Dept. 
of Medicine, University of Washington, Seattle 5, Secy. 

American Gynecological Society. Dr. Karl H. Martzloff, Portland, 
Pres.; Dr. A. A. Marchetti, 3800 Reservoir Rd. N.W., Washing- 
ton 7, D.C., Secy. 

American Hospital Association. Dr. Russell A. Nelson, Baltimore, 
Md., Pres.; Dr. Edwin L. Crosby, 18 E. Division Street, Chicago, 
Executive Director. é 

American Laryngological, Rhinological, and Otological Society, Lake 
Placid Club, May 23-25, 1960. Dr. Fletcher D. Woodward, Char- 
lottesville, Va., Pres.; Dr. C. S. Nash, 708 Medical Arts Bldg., 
Rochester, N. Y., Secy. 

American Neurological Association, Atlantic City, June 12-14, 1961. 
Dr. H. G. Wolff, New York City, Pres.; Dr. M. D. Yahr, 710 
W. 16th St., New York 32, Secy. 

American Ophthalmological Society, Hot Springs, Va., May 17-19, 
1961. Dr. Edwin B. Dunphy, Boston, Pres.; Dr. Joseph A. C. 
Wadsworth, 108 E. 68th, New York 21, Secy. 

American Orthopaedic Association, Yosemite National Park, May 22- 
25, 1961. Dr. Edwin F. Cave, Boston, Pres.; Dr. Lee Ramsay 
Straub, 535 E. 70th St., New York 21, Secy. 

American Pediatric Society, Atlantic City, May 2-5, 1961. Dr. L. 
Emmett Holt, New York City, Pres.; Dr. Conrad M. Riley, Denver 
General Hospital, Denver 4, Secy. 

American Proctologic Society. Dr. H. R. Reichman, Salt Lake City, 
Pres.; Dr. Norman D. Nigro, 10 Peterboro, Detroit 1, Secy. 

American Psychiatric Association, Chicago, May 7-12, 1961. Dr. 
Robert H. Felix, Bethesda, Md., Pres.; Austin M. Davies, 1270 
Avenue of the Americas, New York 20, Exec. Assistant. 

American Society of Clinical Pathologists. Dr. John J. Clemmer, 
Albany, Pres.; Mr. Claude E. Wells, 445 Lake Shore Drive, Chi- 
cago 11, Executive Secy. 

American Surgical Association, White Sulphur Springs, W. Va., 
April 3-6, 1960. Dr. Warren H. Cole, Chicago, Pres.; Dr. Wil- 
liam Alremeier, Cincinnati General Hospital, Cincinnati 29, Secy. 

American Urological Association, Los Angeles, May 22-25, 1961. Dr. 
John E. Heslin, Albany, N. Y., Pres.; Mr. William P. Didusch, 
1120 N. Charles St., Baltimore 1, Executive Secy. 

Association of American Physicians and Surgeons. Dr. Louis Wegryn, 
Elizabeth, N. J., Pres.; Mr. Harry E. Northam, 185 N. Wabash 
Ave., Chicago 1, Executive Director. 
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International College of Surgeons, U. S. Chapter. Dr. Henry Meyer- 
ding, Rochester, Minn., Pres.; Dr. Ross T. McIntire, 1516 Lake 
Shore Dr., Chicago, Executive Director. 

National Tuberculosis Association, Cincinnati, Ohio, May 21-26, 
1961. Mr. Herbert C. De Young, Chicago, Pres.; Judge Herman 
Dehnke, 213 Main, Harrisville, Mich., Secy. 


Radiological Society of North America, Cincinnati, Ohio, Dec. 4-9, 
1960. Dr. Lawrence L. Robbins, Boston, Pres.; Dr. Donald S. 
Childs, 713 E. Genesee, Syracuse 2, N. Y., Secy. 


South Central Association of Blood Banks, New Orleans, March 3-4, 
1961. Dr. Kenneth M. Heard, Jackson, Miss., Pres.; L. Ruth Guy, 
Ph.D., Room 1101, Stoneleigh Hotel, Dallas, Secy. 


Southern Surgical Association, Boca Raton, Fla., Dec. 6-8, 1960. Dr. 
Francis Massie, Pres.; Dr. John D. Martin, Jr., Emory University, 
Ga., Secy. ; 

Southwest Allergy Forum, Padre Island, April 9-13, 1961. Dr. S. H. 
Jaros, Harlingen, Pres.; Dr. H. E. Hawkins, 105 W. Elizabeth, 
Brownsville, Secy. 

Southwestern Society of Nuclear Medicine, San Antonio. Dr. Peter 
E. Russo, Oklahoma City, Pres.; Dr. J. R. Maxfield, Jr., 2711 
Oak Lawn Avenue, Dallas, Secy. 


Southwestern Surgical Congress, St. Louis, April 10-13, 1961. Dr. 
Howard D. Cogswell, Tucson, Ariz., Pres.; Mary O'Leary, 813 
Medical Arts Bldg., Oklahoma City, Exec. Secy. 


Tri-State Medical Assembly. Dr. R. B. Langford, Shreveport, Pres.; 
Dr. J. W. Wilson, Jr., 940 Margaret Place, Shreveport, Secy. 


United States-Mexico Border Public Health Association, San Diego, 
June 25-29, 1961. Dr. Adan Mercado Cerda, Tamaulipas, Mexico, 
Pres.; Dr. Ulpiano Blanco, El Paso, Secy. 


State 


Texas Academy of Internal Medicine, Dallas, December, 1960. Dr. 
Robert Mitchell, Plainview, Pres.; Dr. Sam Arnett, 2609 19th St., 
Lubbock, Secy. 

Texas Air-Medics Association, Galveston, April 22-25, 1961. Dr. 
C. D. Henry, San Antonio, Pres.; Dr. C. F. Miller, Box 1338, 
Waco, Secy. 

Texas Association for Mental Health, Galveston, 1961. Mr. William 
R. Ransone, Dallas, Pres.; Mrs. Lawrence Marcus, 3525 Arrow- 
head Drive, Dallas, Secy. 

Texas Association of Obstetricians and Gynecologists, Houston, Feb. 
10-11, 1961. Dr. Oran V. Prejean, Dallas, Pres.; Dr. Hugh W. 
Savage, 815 Fifth Ave., Fort Worth, Secy. 

Texas Association of Public Health Physicians, Galveston, April 
22-25, 1961. Dr. L. P. Walter, Austin, Pres.; Dr. W. V. Brad- 
shaw, Jr., 1800 University Drive, Fort Worth, Secy. 

Texas Club of Internists. Dr. W. W. Bondurant, Jr., San Antonio. 
Pres.; Dr. T. Haynes Harvill, Medical Arts Building, Dallas 1. 
Secy. 

Texas Chapter, American Academy of Pediatrics, Galveston, April 
22-25, 1961. Dr. J. T. Bennett, El Paso, Pres.; Dr. W. W. Kel- 
ton, Jr., 108 West 30th, Austin, Secy. 

Texas Chapter, American College of Chest Physicians, Galveston, 
April 22-25, 1961. Dr. Hiram M. Anderson, San Angelo, Pres.; 
Dr. Milton V. Davis, 3707 Gaston Avenue, Dallas, Secy.-Treas. 

Texas Dermatological Society, Galveston, April 22-25, 1961. Dr. 
M. W. Harrison, Houston, Pres.; Dr. D. Shelton Blair, 1609 
Medical Arts Building, Dallas, Secy.-Treas. 

Texas Diabetes Association, Galveston, April 22-25, 1961. Dr. James 
A. Greene, Houston, Pres.; Dr. John W. Chriss, 2436 Morgan 
Street, Corpus Christi, Secy.-Treas. 

Texas Division, American Cancer Society. Dr. David A. Todd, San 
Antonio, Pres.; Mr. Curt W. Reimann, 5014 Bull Creek Rd., 
Austin 3, Executive Director. 

Texas Heart Association. Dr. Robert E. Leslie, El Campo, Pres.; Mr. 
Ernest T. Guy, 404 Jesse H. Jones Library Building, Houston 25, 
Executive Director. 

Texas Hospital Association, Dallas, May 15-17, 1961. Dr. F. R. 
Higginbotham, San Antonio, Pres.; Mr. O. Ray Hurst, 1905 N. 
Lamar, Austin, Executive Director. 

Texas Industrial Medical Association, Galveston, April 22-25, 1961. 
Dr. Noble B. Daniel, Texarkana, Pres.; Dr. J. G. Burdick, Pasa- 
dena, Secy. 

Texas Neuropsychiatric Association, Galveston, April 22-25, 1961. 
Dr. Clarence S. Hoekstra, Dallas, Pres.; Dr. E. Ivan Bruce, Jr., 
Galveston, Secy.-Treas. 

Texas Ophthalmological Association, Galveston, April 22-25, 1961. 
vo Lippmann, Austin, Pres.; Dr. James H. Scruggs, Waco, 


Texas Orthopedic Association, Galveston, April 22-25, 1961. Dr. 
Ike S. McReynolds, Houston, Pres.; Dr. Margaret Watkins, Dallas, 
Secy.-Treas. 

Texas Orolaryngological Association, Galveston, April 22-25, 1961. 
Dr. August J. Streit, Amarillo, Pres.; Dr. Louis E. Adin, Jr., 
Dallas, Secy. 
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Texas Pediatric Society. Dr. Byron York, Houston, Pres.; Dr. C. E. 
Gilmore, 811 Bonham, Paris, Secy. 


Texas Physical Medicine and Rehabilitation Society, Galveston, April 
22-25, 1961. Dr. Edward M. Krusen, Dallas, Pres.; Dr. Oscar 
Selke, Medical Professional Building, Houston, Secy. 


Texas Proctologic Society, Houston, February, 1961. Dr. J. Wade 
Harris, Houston, Pres.; Dr. H. Gray Carter, 915 St. Joseph St., 
Dallas, Secy. 


Texas Public Health Association, Fore Worth, March 5-8, 1961. 
Mrs. Maggie Belle Davis, Corpus Christi, Pres.; Mr. Joseph N. 
Murphy, Jr., Box 4012, Austin 51, Executive Secy. 

Texas Radiological Society, Fort Worth, Jan. 20-21, 1961. Dr. 
Delphin von Briesen, El Paso, Pres.; Dr. R. P. O'Bannon, 1216 
Pennsylvania, Fort Worth, Secy. 

Texas Rheumatism Association, Dallas, Dec. 9, 1960. Dr. Howard 
C. Coggeshall, Dallas, Pres.; Dr. J. Morris Horn, 3707 Gaston, 
Dallas, Secy. 

Texas Society of Anesthesiologists, Galveston, April 22-25, 1961. 


Dr. Randle J. Brady, Houston, Pres.; Dr. Eugene L. Slataper, 
Houston, Secy. 


Texas Society of Athletic Team Physicians, Galveston, April 22-25, 
1961. Dr. W. S. Horn, Jr., Fort Worth, Pres.; Dr. Louis Levy, 
Fort Worth, Secy.-Treas. 


Texas Society of Gastroenterologists and Proctologists, Galveston, 
April 22-25, 1961. Dr. H. Gray Carter, Dallas, Pres.; Dr, A. C. 
Broders, Jr., Temple, Secy.-Treas. 

Texas Society of Pathologists, Inc., Galveston, April 22-25, 1961. 
Dr. O. J. Wollenman, Jr., Fort Worth, Pres.; Dr. Vernie A. 
Stembridge, Dallas, Secy.-Treas. 

Texas Society of Plastic Surgeons, Galveston, April 22-25, 1961. 
Dr. J. B. Patterson, Fort Worth, Pres.; Dr. Raymond O. Brauer, 
Houston, Secy.-Treas. 

Texas State Board of Medical Examiners, Fort Worth, Dec. 1-3, 
1960. Dr. M. H. Crabb, Fort Worth, Secy.; Mrs. Carolyn H. Mil- 
lard, 1714 Medical Arts Bldg., Fort Worth, Assistant Secy. 


Texas Society of Ophthalmology and Otolaryngology, San Antonio, 
Dec. 2-3, 1960. Dr. Lyle J. Logue, Houston, Pres.; Dr. Oliver 
Suehs, 14 Medical Arts Square, Austin, Secy. 

Texas Traumatic Surgical Society, Galveston, April 22-25, 1961. Dr. 
Edward R. Rowe, Galveston, Pres.; Dr. John C. Long, Plainview, 
Secy.-Treas. 

Texas Tuberculosis Association, Corpus Christi, March 16-18, 1961. 


Dr. J. Edward Johnson, Pres.; Miss Pansy Nichols, P. O. Box 
6158, Austin 21, Executive Director. 


Texas Urological Society, Wichita Falls, January 21-22, 1961. Dr. 


Joseph Mitchell, Dallas, Pres.; Dr. O. C. Berg, 1300 8th St., 
Wichita Falls, Secy. 


District 


First District Society, Pecos, Feb. 3, 1961. Dr. Russell Holt, El 
Paso, Pres.; Dr. Gordon L. Black, 1501 Arizona St., El Paso, Secy. 

Second District Society, Snyder, 1961. Dr. M. J. Loring, Midland, 
Pres.; W. S. Parks, Jr.. 2009 W. Wall, Midland, Secy. 

Third District Society, Lubbock, April 15, 1960. Dr. James L. 
Johnson, Amarillo, Pres.; Dr. H. Fred Johnson, 2308 W. Eighth, 
Amarillo, Secy. 

Fourth District Society, San Angelo, May, 1961. Dr. J. G. Boden- 


hamer, Mason, Pres.; Dr. M. D. Knight, 234 W. Beauregard, 
San Angelo, Secy. 


Fifth and Sixth Districts Society, Corpus Christi, July 8-9, 1961. 
Dr. John W. Chriss, Pres.; Dr. James Gabbard, 1001 Louisiana, 
Corpus Christi, Secy. 

Seventh District Society. Dr. Robert N. Snider, Austin, Pres.; Dr. 
Richard Lucas, 502 W. 13th, Austin, Secy. 

Eighth District Society, Corpus Christi. Dr. M. Warren Hardwick, 
Angleton, Pres.; Dr. J. L. Coleman, Box 3346, Victoria, Secy. 
Ninth District Society, Bellville, Spring, 1961. Dr. Irving M. Wat- 
= Jr., Conroe; Dr. William E. Sharp, 721 E. Texas, Baytown, 

ecy. 

Tenth District Society. Dr. Bedford Mace, Beaumont, Pres.; Dr. 
Irving M. Richman, 3280 Fannin St., Beaumont, Secy. 

Eleventh District Society, Jacksonville. Dr. Marlin T. Braswell, Hen- 
— Pres.; Dr. Floyd Verheyden, 813 John St., Jacksonville, 

y. 

Twelfth District Society, Waco, January 10, 1961. Dr. Bernard 
Rosen, Corsicana, Pres.; Dr. R. L. Campbell, 205 S. 15th St., 
Corsicana, Secy. 

Thirteenth District Society, Fort Worth, Fall, 1960. Dr. William B 
Allensworth, Mineral Wells, Pres.; Dr. R. D. Moreton, 1217 W. 
Cannon, Fort Worth, Secy. 

Fifteenth District Society. Dr. H. O. Padgett, Marshall, Pres.; Dr. 
James S. Leeves, Naples, Secy. 
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Clinics 


Dallas Southern Clinical Society Conference, Dallas, March 20-22, 
1961. Dr. Frank H. Kidd, Jr., Dallas, Pres.; Millard J. Heath, 
433 Medical Arts Bldg., Dallas 1, Executive Officer. 

International Medical Assembly of Southwest Texas, San Antonio, 
Jan. 23-25, 1961. Dr. Max E. Johnson, San Antonio, Pres.; 
S. E. Cockrell, 202 W. French Place, San Antonio, Exec. Secy. 

New Orleans Graduate Medical Assembly, New Orleans, March 6-9, 
1961. Dr. Maurice E. St. Martin, New Orleans, Pres.; Mrs. Irma 
B. Sherwood, 430 Tulane Ave., New Orleans 12, Executive Secy. 

North Texas-Southern Oklahoma Fall Clinical Conference. Dr. Frank 
J. Lee, 1300 8th, Wichita Falls, Chm. 


MEDICOLEGAL NOTES 


Postgraduate Medical Assembly of South Texas, Houston, July 10-12, 
1961. Dr. C. Forrest Jorns, Houston, Pres.; Mrs. W. H. Dahme, 
412 Jesse H. Jones Library Bldg., Houston 25, Exec. Secy. 

Private Clinics and Hospitals, Dallas, December, 1960. Dr. Vance 
Terrell, Stephenville, Pres.; Mr. B. J. Warren, Deaton Hospital, 
Galena Park, Secy. 


Board Examinations 


Texas State Board of Examiners in Basic Sciences, Austin, Houston, 
Galveston and Dallas. Henry B, Hardt, Ph.D., Fore Worth, Pres.; 


Mrs. Betty J. Anderson, Chief Clerk, State Office Bldg., 201 E. 
14th St., Austin. 


“PRN” Usage in Drug Prescriptions 


Of interest to the physicians of Texas is the recent em- 
phasis being placed by the Food and Drug Administration 
upon the refilling of “legend drugs” prescriptions. 


Both Federal and State law prohibit a pharmacist from 
refilling a physician’s prescription for a “dangerous drug” 
(those drugs regulated by virtue of the provisions of the 
Texas Dangerous Drug Act) or a “legend drug” (those 
drugs regulated by the Federal statute which bear the state- 
ment on the label: “Caution: Federal law prohibits dis- 
pensing without a prescription.”) unless the physician’s 
prescription specifically sets forth that the prescription may 
be refilled, or unless the pharmacist obtains the authoriza- 
tion of the prescribing physician at the time of refilling. 

These investigations by the Food and Drug Administra 
tion have revealed a certain problem in connection with 
the use of the term “PRN” on physician’s prescriptions. 
The question raised deals with whether the term “PRN,” 
meaning literally ‘as needed” or “as required,” is a direc- 
tion to the patient to be set forth on the label by the 
pharmacist, or whether such term is a direction to the 
pharmacist authorizing him to refill the prescription. 

In several instances the Food and Drug Administration 
has filed criminal actions against the pharmacist for the 
refilling of these so-called “PRN” prescriptions on the 
grounds that the term “PRN” did not authorize the pharm- 
acist to refill the prescription. While there is no possibility 
for the physician to become involved as a violator, it may 
well be that the prescribing physician will be called as a 
witness to testify as to what was meant by the “PRN” 
designation on his prescription, and more _ specifically 
whether or not this designation was meant as authorization 
for the pharmacist to refill the prescription. 


The meaning given “PRN” by the physician is con- 
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trolling on the question of whether or not the pharmacist 
may legally refill the prescription. However, there seems 
to be some confusion throughout the State, or possibly a 
lack of agreement between physicians and pharmacists, as 
to the meaning to be given the term “PRN.” In some areas 
and among some physicians and pharmacists, “PRN” is 
merely an instruction pertaining to the patient's use of 
the drug, and would normally appear on the label affixed 
to the drug container as a direction for the patient to take 
the medication or drug “as needed” or “as required.” In 
other areas, the term “PRN” on a physician’s prescription 
is meant as authorization for the pharmacist to refill the 
prescription “as needed” or “as required.” 


It becomes readily apparent that a misunderstanding be- 
tween the physicians and pharmacists of a given area as to 
the meaning of the term “PRN” could easily result in 
pharmacists inadvertently refilling prescriptions which the 
physician neither wanted nor had authorized to be refilled. 
This might, in turn, lead to prosecution of the pharmacist 
for violation of both the Texas Dangerous Drug Act and 
the Federal Pure Food and Drug Act, with the further 
likelihood of the physician having to testify as a witness. 
Aside, however, from these possible legal complications, 
a misunderstanding of this nature could result in a patient 
obtaining refills of drugs which the physician may not want 
refilled. The danger to the patient in a situation of this 
nature is obvious. 

The solution to this potentially dangerous situation can 
be brought about by physicians and pharmacists, on the 
local level. They should resolve in their specific locality 
just what meaning is to be given to the term “PRN” used 
in a physician’s prescription. 


—PHILIP R. OVERTON, LL.B., Austin. 
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DRUG NOTES 


New Tranquilizer Reported 


Not to Cause Drowsiness 


STRIATRAN (Merck Sharp and Dohme), a recently re- 
leased tranquilizer, causes little or no drowsiness in the 
suggested dosage. Emylcamate is reported to exert blocking 
action in both the brain and the spinal cord and to have 
some muscle relaxant activity. The usual dose is one tablet 
(200 mg.) three to four times a day immediately before 
meals. Tranquility is produced without impairing the 


Cy He- 


ALCOHOL CORRESPONDING TO 


EMYLCAMATE EMYLCAMATE 


OH, 
CH, 
AMYLENE HYDRATE 


Fig. 1. Inter-relationships of emylcamate, alcohol cor- 
responding to emylcamate, and amylene hydrate. 


streptokinase 


intellect or without affecting normal behavior, and the 
drug can be used while the patient is driving an automobile 
or operating machinery. 

Although the compound is related to Meprobamate, it is 
considered a derivative of a tertiary alcohol. Tertiary al- 
cohols have long been known for their sedative-hypnotic 
effect. Conversion of the alcohol to the corresponding 
carbamate gives it greater specificity, accompanied by a 
reduction in general hypnotic activity. Actually, the alcohol, 
from which the carbamate is supposedly derived, is closely 
related to amylene hydrate, tertiary amyl alcohol. The inter- 
relationships are illustrated in Fig. 1. Amylene hydrate has 
been used as the solvent for tribromoethanol, a form of 
rectal anesthetic available as Avertin (Winthrop). 


FORHISTAL (Dimethpyrindene-Ciba), a new antihista- 
minic, is reported to be four times more active than any 
other antihistamine. 


During investigation on “isoindolines,’ Ciba researchers 
synthesized a series of compounds with the nitrogen of the 
iso-indoline nucleous replaced with carbon, known as “‘in- 
denes.” Many of these indenes and the corresponding in- 
danes were prepared, screened, and rejected. Ultimately, 
1-benzy!-2- (2-dimethyl-aminoethy] ) -isoindene was evaluated. 
This compound exhibited 10 times the antihistaminic ac- 
tivity of tripelenamine (Pyribenzamine-Ciba). This ob- 
servation led to synthesis of numerous related compounds, 
among which was Forhistal. These indenes are the first 
new chemical class with antihistaminic properties “to be 
developed in a decade. Therefore, they represent a new type 
of antihistamine. Clinical evaluations have shown that 


streptokinase 
inhibitors 


FIBRIN 
(clot) 


plus proactivator 


PLASMINOGEN (PROF IBRINOLYSIN) 
inactive 
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antiplasminswry 


activator —> PLASMIN (FIBRINOLYSIN) ——————> 


fibrinolytic enzyme 


soluble 
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Fig. 2. A representation of streptokinase, a fibrinolytic enzyme isolated from the filtrate of hemolytic streptococci. 
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dosages between 3 to 4 mg. per day are effective, with 
minimal side effects. 

THROMBOLYSIN (Merck Sharp & Dohme) recently has 
been released for use in the treatment of patients with 
phlebothrombosis, thrombophlebitis, pulmonary embolism, 
and thrombi in arteries, excluding the cerebral and cardiac 
arteries. 

Thrombolysin is basically fibrinolysin and, therefore, 
needs no further activation to cause lysis of clots. It is pre- 
pared from a mixture of pyrogen-free streptokinase and a 
purified plasma fraction rich in profribrinolysin. 

Although fibrinolysin will dissolve fibrin, the enzyme 
per se exists in the blood only in the form of the inert 
profibrinolysin. Change to the active form is effected by 


the catalytic action of an “activator.” The activator does 
not exist as such in the plasma. It is created from the inert 
“proactivator,” which is present in all human fluids (blood, 
milk, urine, and others), by the catalytic action of a kinase. 
The most useful of these is streptokinase, a fibrinolytic en- 
zyme isolated from the filtrate of hemolytic streptococci 
(Fig. 2). 

The clot-lysing effect of streptokinase is limited by the 
presence, in many persons, of streptokinase inhibitors. Thus, 
a preparation which is basically fibrinolysin should be more 
effective than preparations that depend on streptokinase for 
their activity. 

—JAIME N. DELGADO, Ph.D., 
HERBERT F. SCHWARTZ, M.S., Austin. 


MEDICAL MEETINGS 


Texans Participate in 
Houston Symposium on 
Clinical Surgery 


Surgeons and educators from six states spoke at a sym- 
posium on current clinical surgery in Houston, September 
24. It was sponsored jointly by the Southeastern Texas 
Chapter of the American College of Surgeons, The Uni- 
versity of Texas Medical Branch, and Baylor University 
College of Medicine. Texan speakers and their topics were 
the following: Dr. John F. Thomas, Austin, moderator of 
the morning session; Dr. Earl J. Roth, Galveston, resident 
in surgery, University of Texas Medical Branch, “Electron- 
ically Controlled Coronary Arteriography”; Dr. Edgar Frank 
Dunton, Dallas plastic surgeon, and former chief resident 
in Plastic and Maxillo-Facial Surgery at The University of 
Texas Medical Branch, “Intra Lymphatic Route to Tumor 
Therapy”; Dr. Truman G. Blocker, Jr., Galveston, professor 
and chairman of the Department of Surgery at The Uni- 
versity of Texas Medical Branch, moderator of afternoon 
panel; and Dr. E. Stanley Crawford, Houston, associate pro- 
fessor of surgery, Baylor University College of Medicine, 


“Selection of Stroke Patients for Reconstructive Arterial 
Surgery.” 


Disaster Medical Care Conference 
Scheduled in Chicago, November 4-6 


The “father of the H-bomb,” Edward Teller, Ph.D., will 
speak at the eleventh annual County Medical Societies Dis- 
aster Medical Care Conference in Chicago, November 4-6. 

The 3 day meeting is sponsored by the American Medical 
Association’s Council on National Security. Conference 
highlight will be a presentation by the Division of Health 
Service of the United States Public Health Service, which 
will outline a program of objectives and activities for pre- 
paring the nation to meet health needs of the civilian popu- 
lation in the event of a national disaster. 

Those interested in further information may write the 


American Medical Association, 535 North Dearborn Street, 
Chicago 10. 
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College of Chest 
Physicians to Hold 
Washington Session 


The American College of Chest Physicians will hold its 
annual interim session at the Shoreham Hotel in Washing- 
ton, D. C., November 26-28. 


The scientific program will include symposiums on con- 
genital bronchopulmonary disorders, steroid therapy in 
chest diseases, and current therapeutic issues. 

A highlight of the conference will be the Fireside Con- 
ferences on November 27. In addition, three round table 
luncheon discussions will feature prominent speakers dis- 
cussing various aspects of heart and lung disease. 

Those desiring further information concerning the in- 
terim session may write Murray Kornfeld, Executive Direc- 


tor, American College of Chest Physicians, 112 East Chest- 
nut Street, Chicago 11. 


Medical Writers’ Association 
Will Meet November 18-19 


The American Medical Writers’ Association will meet 
November 18-19, 1960, in Washington, D. C. The original 
meeting date was changed because of conflict with observ- 
ance of Yom Kippur on October 1. 

The Association has scheduled two unique, unrehearsed 
panels devoted to basic problems in the field of medical 
communication. One panel, “Information: What It Is and 
How It’s Used,” will bring together participants from both 
lay and medical mass news media. Another, composed of 
a medical editor, author, publisher, and documentarian, 
guided by a moderator, will discuss aspects of “Modern 
Aids to Medical Communication.” On the second day of 
the meeting a program of workshops on writing will be 
presented. 

For further information, those interested may write to 
the American Medical Writers’ Association, 209-224 
W.C.U. Building, Quincy, Ill. 
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First Tanglewood Symposium 


The first annual Tanglewood Medical Symposium was 
held at the Tanglewood-on-the-Lake Country Club, located 
at Pottsboro, on October 15-16. 

Among the subjects presented were “Head Injuries,” 
‘The Evaluation of the Child with a Murmur,” “Advances 
in Diagnosis and Treatment of Hyperthyroidism,” ‘The 
Clinical Spectrum of Hypotension,” “The Results of Open 
Heart Surgery,” and “Cervical Osteoarthritis.” Members of 
The University of Texas Southwestern Medical School in 
Dallas participated in the symposium. 


Personal Injury Litigation Meeting 


Personal injury litigation is the theme of an institute to 
be sponsored by the Southwestern Legal Foundation in 
Dallas, November 10-12. 

Both attorneys and doctors will be lecturers. Highlights 
of the program are a trial interrogation of medical wit- 
nesses and a panel discussion involving techniques of jury 
summation. 

Registration fee for the 3 day meeting is $45 for non- 
members of the Southwestern Legal Foundation. There is 
no fee for members. Copies of the program may be ob- 


tained by writing the Foundation, Hillcrest at Daniels, 
Dallas 5. 


EDUCATION 


University of Texas 
Medical Branch 


A $1,400,000 grant of Hill-Burton Act funds toward 
the building and renovation program of the University of 
Texas Medical Branch was approved recently by the Texas 
State Department of Health. 

“This provides the second—and crucial—thrust of the 
three-stage construction and remodeling operation designed 
to lift the Medical Branch to a position of eminence as 
the South’s most complete and efficient center for combin- 
ing medical education with research and patient care,’ Dr. 
John B. Truslow, executive dean and director said. 

He explained that it assures construction, starting next 
year, of a new out-patient department building, to be fol- 
lowed by the construction of a new basic science building. 

Experts in psychiatry over the nation participated in an 
all day scientific symposium at the Moody Center in Gal- 
veston, September 17, followed by a dinner honoring Dr. 
Titus Harris, chairman of the Department of Neurology 
and Psychiatry at The University of Texas Medical Branch 
in Galveston. 

Nearly 150 members of the newly formed Titus Harris 
Society and their wives met for the first reunion of doctors 
who took their resident training under Dr. Harris. 


Research grants and contracts negotiated by The Uni- 
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Electronic Techniques in Medicine 
To Be Discussed in Washington 


A program highlighting the broadening advancements in 
medical electronics is scheduled for the thirteenth annual 
Conference on Electrical Techniques in Medicine and Biol- 
ogy in Washington, D. C., October 31-November 2, 1960. 

More than 90 international authorities will discuss the 
latest developments in analytical methods and instrumenta- 
tion, electroanalytical methods, digital computers, telemetry 
of physiologic data, physiologic measurements, analogs and 
systems analysis, and instrumentation. Four informal dis- 
cussion sessions will cover such subjects as polarography, 
nuclear and electron magnetic resonance, computer methods, 
and remote recording and stimulating for physiologic ex- 
periments. 

For further information, those interested may write Mr. 
Lewis Winner, 152 W. 42nd, New York. 


Unfavorable conditions in our mental hospitals will get 
worse because of the new restrictions being placed on for- 
eign medical graduates, the American Psychiatric Associa- 
tion warns. If mental hospitals follow the rules, they will 
have to fire some 1,100 doctors—12 per cent of present 


staffs, according to the September 12 issue of Medical 
Economics. 


versity of Texas Medical Branch in Galveston during the 
past year totaled a record high of $1,775,900.41, announced 
Dr. John B. Truslow, executive dean and director of the 
school. 

“It is most gratifying that outside financial support of 
our research work, which is an inseparable part of a dy- 
namic teaching program, has more than doubled in the 
past four years, and has steadily increased each year. This 
reflects the confidence that others place in us, and m an 
area where competition grows keener each year.” 

Every one of the 16 departments of the Medical Branch 
and the School of Nursing received grants from govern- 
ment or private sources, or both, during the 12-month 
period ending June 30, according to Dr. D. Bailey Calvin, 
director of Grants and Contracts. 


Postgraduate Courses 


Fractures, Denver, November 3-5.—The University of 
Colorado School of Medicine is sponsoring a postgraduate 
course on fractures, November 3-5 in Denver. Members 
of the Department of Surgery, Division of Orthopedics, at 
the medical school will participate in the course, which is 
acceptable for American Academy of General Practice 
Category I credit for 20 hours. Tuition fee of $45 includes 
the cost of a textbook to be used in the course. For further 
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information, those interested may write to the University 
of Colorado Medical Center, 4200 E. Ninth Avenue, Den- 
ver 20. 

Neurology, Dallas, December 9-10.—The University of 
Texas Southwestern Medical School will sponsor a post- 
graduate course in neurology, December 9-10, in Dallas. 
For further information, those interested may write Dr. 
John S. Chapman, Assistant Dean for Postgraduate Educa- 
tion at Southwestern Medical School, 5323 Harry Hines 
Boulevard, Dallas 35. 


Doctor of Nursing Science Degree 
Offered for First Time 


A Doctor of Nursing Science degree, the first doctorate 
in the country which specifically identifies nursing in the 
degree title, has been established at the Boston University 
School of Nursing in Boston. 

The first doctoral offering is in psychiatric nursing. Pro- 
grams in other ‘areas will be instituted in the next few 
years. Previously, the highest level of training offered at 
the school was the Certificate of Advanced Professional 
Specialization, consisting of a minimum of 30 semester 
hours of advanced study beyond the master’s degree. The 
new degree program calls for a minimum of 60 semester 
hours’ credit in advanced, directed study and a doctoral dis- 
sertation. 

Overall, the objective of the advanced psychiatric nursing 
program will be to develop further the nurse’s capabilities, 
to include well defined psychotherapeutic responsibilities 
undertaken in collaboration with the psychiatrist. 


How long must you wait between the time you get a 
paper accepted by a national medical journal and the time 
it’s printed? A new study by an editors’ group shows that 
the average wait is 6 months, according to the September 
12 issue of the Medical Economics. 


OF GENERAL INTEREST 


Personals 


Dr. R. L. Daily, Wichita Falls, recently was appointed 
to the State Advisory Hospital Council for a term of 6 
years by Governor Price Daniel. 

Dr. Thomas O. Nevison, Jr., of the School of Aviation 
Medicine, Brooks Air Force Base, San Antonio, is among 
four physicians who will scale 27,790 foot Mount Makalu 
in Nepal’s Himalayas to study man’s acclimatization to high 
altitudes and his responses to prolonged exposure, accord- 
ing to the September 7 issue of Scope Weekly. 

Dr. Louis W. Breck, El Paso, presented an exhibit at a 
recent meeting of the International Society of Orthopaedic 
Surgery and Traumatology in New York. 

Dr. Frederick P. Bornstein of El Paso gave a paper on 
cerebral lesions after air embolization at a meeting on 


816 


Fellowships for Postdoctoral Study 
Offered by the National Foundation 


Postdoctoral fellowships are offered by the National 
Foundation to candidates for training in research, ortho- 
pedics, preventive medicine, arthritis and related diseases, 
and rehabilitation. The closing date for submitting appli- 
cations to be reviewed in February is November 1. 


Financial support of the fellowships varies, but the mini- 
mum is $4,500 a year, with $540 allowed annually for 
each dependent. Annual increases of $480 ordinarily are 
granted. For a full academic program, complete tuition and 
fees are paid; for other programs, a sum not exceeding 
$1,250 a year is made available to the institution. Trans- 
portation not exceeding $600 will be paid for research and 
orthopedic fellows if foreign study is approved. United 
States citizenship is required, but those who have filed a 
petition for naturalization will be considered. 

Those desiring further information, may write. the Na- 
tional Foundation, 800 Second Avenue, New York 17. 


American Goiter Association 
Offers Van Meter Award 


The American Goiter Association, Inc., again offers the 
Van Meter Prize Award of $300 to the essayist submitting 
the best manuscript of original and unpublished work on 
goiter. Studies submitted may relate to any aspect of the 
thyroid gland and its functions in health and disease. 

The award will be made at the annual meeting of the 
Association May 3-6, 1961, in Philadelphia. Essays may 
cover either clinical or research investigations, should not 
exceed 3,000 words, and must be presented in English. 

Duplicate typewritten copies, double spaced, should be 
sent to the Secretary, Dr. John C. McClintock, 702 Madison 
Avenue, Albany 8, N. Y., not later than January 1, 1961. 


forensic pathology and medicine in New York in Sep- 
tember. 

Miss Jean Caylor, daughter of Dr. and Mrs. Robert N. 
Caylor of El Paso, was married to Dennis J. Sudnick of 
Bedford, Ohio, on September 3. 

Miss Janet Marie Wiegart and Dr. Fred Whitcomb Riley, 
Jr., of Dallas were married recently in Bloomfield Hills, 
Mich. 

Dr. M. W. Rogers of Rule was recognized in an article 
in the Abilene Reporter News, August 26, on his eighty- 
eighth birthday. Dr. Rogers, who practiced in Rule for 54 
years, retired last July. 

Dr. John F. Bida, a general practitioner from Arlington 
who recently was sworn in as a lawyer, will enter the prac- 
tice of law after the first of the year. 

Dr. Robert D. Moreton of Fort Worth spoke September 
21 in Honolulu at the eighth Congress of the Pan-Pacific 
Surgical Association. 
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National Health Survey 


Exams to Begin Soon in 
Midland 


A series of health examinations which are part of the 
-ublic Health Service’s United States National Health Sur- 
ey will be given in Midland, during a 214 week period 
eginning November 15. The approximately 150 examinees 
ill not be volunteers, but adults predesignated by a prob- 
ibility sampling technique. 

Examinations will be performed in a single visit to 

mobile examination center brought into the area. The 
urpose of the study is to collect, on a uniform basis, sta- 
istical information on certain chronic conditions, particu- 
atly cardiovascular diseases and arthritis, and on physical 
nd physiologic measurements. 

The health examination survey is nationwide, and is a 
najor project of the United States Health Survey author- 
zed by Congress in 1956. It constitutes the first attempt 
n this or any other country to perform examinations on 
representative sample of the national population. 


72 Per Cent Covered 
By Health Insurance 


More than 127,000,000 Americans—72 per cent of the 
civilian population—had health insurance at the end of 
1959, the Health Insurance Council reported recently in 
its fourteenth annual survey on the extent of voluntary 
health insurance coverage in the United States. 

Both the number of persons covered by health insurance 
and the amount of benefits paid reached new highs last 
year. Coverage increased by 4,800,000 during 1959 to 
reach a total of 127,896,000 persons with health insurance 
protection. 

Benefit payments by all health insuring organizations to 
help cover the cost of hospital, surgical, and medical care 
amounted in 1959 to more than $4,300,000,000—up 
$400,000,000 over 1958. In addition, persons with loss-of- 
income policies received $838,000,000 in benefits from 
insurance companies to replace income lost through dis- 
ability. Thus, a grand total of $5,175,000,000 in health 
insurance benefits were distributed during 1959—an in- 
crease of 10.9 per cent over 1958. 


National Foundation Campaigns 


“Prevent Crippling Diseases—Please Say Yes to the New 
March of Dimes,” is the slogan for this year’s National 
Foundation campaign, which started September 25 and ends 
November 15. 

The National Foundation, in an analysis of the inci- 
dence of poliomyelitis during the 1960 season, predicted 
this would be the lowest annual rate since the organization 
was founded 22 years ago. 

Based on current reports made by the United States 
Public Health Service and a comparison with past incidence 
figures, the total for this year was estimated at 3,100, by 
the Foundation. For comparison, the 1959 final case load 
was 8,425. The pre-Salk 1950-1954 average per year was 
38,727. The peak year for pre-vaccination years was in 
1952, when poliomyelitis claimed 57,879 victims. In 1958, 
the total was 1,705 cases. 
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Major Change Announced 
In Disability Insurance 


A major change in the Group Disability Insurance Pro- 
gram sponsored by Texas Medical Association was approved 
by the Executive Board on September 18. 

Effective November 1, 1960, the 3 year sickness plan 
will be increased to a 5 year sickness plan with no increase 
in the premium. All other provisions of the policy will 
remain the same. 

In addition, the 15 per cent bonus which has been paid 
on claims originating during the past policy year on the 
3 year sickness plan will be increased to 20 per cent on 
claims originating during the policy year beginning on 
November 1. 

These benefits have been granted because of favorable 
loss experience on the 3 year sickness plan. 

The plan is underwritten by Lumbermen’s Mutual 
Casualty Company and administered by .Charles O. Finley 
and Company. November 1 marks the beginning of the 
fifth policy year for the plan. 

The Committee on Association Insurance Programs 
which announced the major change, also adopted a group 
major hospital insurance program, and recommended that 
the members of the Association be surveyed to determine 
if a group business overhead expense insurance program 
and an investment retirement plan were desired by enough 
members to warrant sponsorship. 


900 More Deaths in 1959 
Than There Were in 1958 


There were 900 more deaths and more than 50,000 
additional injuries on United States highways in 1959 than 
in 1958, according to statistics compiled by the Travelers 
Insurance Companies. 

Fatalities climbed to 37,600, and more than 2,870,000 
persons were injured in automobile accidents. The figures 
were released by the company in its annual highway safety 
booklet, entitled this year, “The Dishonor Roll.” 

More than 62,000,000 men, women, and children have 
been killed or injured by automobiles. More have died on 
the highways than on the nation’s battlefields, and more 
have been injured in this manner than in all of the world’s 
wars combined, according to the booklet. 

The single biggest cause of accidents resulting in death 
or injury was speed. More than 43.1 per cent of the deaths 
and 38.8 per cent of the injuries were blamed on speed. 
Second largest killer was the driver on the wrong side of 
the road, blamed for 15.9 per cent of the deaths. 


Board of Obstetrics and Gynecology 


The American Board of Obstetrics and Gynecology will 
hold its next scheduled examination (Part 1), written, in 
various cities of the United States on January 13, 1961. 

Reopened candidates are required to submit case reports 
for review 30 days after notification of eligibility. Further 
information may be obtained from Dr. Robert L. Faulkner, 
2105 Adelbert Road, Cleveland 6. 
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American Philanthropy Up 
$700 Million 


American philanthropy totaled $7,800,000,000 in 1959, 
$700,000,000 more than 1958, it has been revealed in 
“Giving, USA,” a publication of the American Association 
of Fund-Raising Counsel, Inc. (The AAFRC is a nonprofit 
organization of 31 professional firms specializing in direct- 
ing and counseling fund-raising programs in the United 
States and Canada.) 


Religion, by far the largest recipient of American giving, 
received about half of all philanthropy, while education 
received approximately 15 per cent and health, 14 per cent 
in 1959. 

Individuals contributed an estimated $6.1 billion or 
approximately 78 per cent of all philanthropy, while corpo- 
rations accounted for $526 million, a slight increase over 
1958. Foundations made grants of $700 million, an increase 
of 36 per cent over 1958. Charitable bequests totaled $510 
million, also an increase. One in four of the population, 
or 45 million Americans, volunteered time and talent to 
one or more causes in 1959, an increase of 4 million. 


Rehabilitation of Alcoholics 
Benefits Texas Children 


“Eight children for every seven patients’—this is the 
proportion of dependent children under 16 in the homes 
of alcoholics admitted for treatment to Texas state hospitals, 
reports Spotlight on Alcoholism, bulletin of the Texas 
Commission on Alcoholism. Even this proportion does not 
reflect the dependency count for one of the six hospitals 
where such figures are not available. 


During the 18 months ending in February, 1960, 2,920 
patients (2,552 men, 368 women) were admitted to all 
hospitals. Five hospitals reported a total of 3,293 dependent 
children in their patients’ ‘homes. 


Apparent recovery figures, however, show steady im- 
provement, the bulletin adds. In the 6 months ending in 
February, apparent recovery stood at 31.5 of discharges 
compared to a 29.3 figure for the same period last year. 


Examination for Medical Officers 


Competitive examinations for appointment of physicians 
as medical officers in the regular corps of the United 
States Public Health Service Commissioned Corps will be 
held throughout the United States, January 31-February 2, 
1961. 


Appointments provide opportunities for career service in 
clinical medicine, research, and preventive medicine—public 
health. Entrance pay for assistant and senior assistant sur- 
geons with dependents is nearly $8,000 a year, and promo- 
tions are made at rapid intervals. 

Application forms may be obtained by writing to the 
Surgeon General, United States Public Health Service (P), 
Washington 25, D. C. Completed application forms must 
be received no later than December 2. 
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New Occupational Diseases 
Increase 200 Each Year 


Occupational diseases, which now number approximately 
3,000, are increasing at the rate of nearly 200 disease en- 
tities each year, according to the current issue of Patterns 
of Disease, prepared by Parke, Davis & Company for the 
medical profession. These diseases presently cause a wage 
loss of $420,000,000 yearly—an estimated 10 per cent of 
the total annual United States wage loss attributable to 
illness. 

Most new disease entities are caused by new chemical 
compounds introduced by industry at the rate of 1 every 
24 minutes, the publication reports. Editors of Patterns 
point out that some new occupational diseases are patho- 
logic states ordinarily unrelated to working which, if con- 
tracted because of working circumstances, become occupa- 
tional diseases. As examples, psittacosis, brucellosis, and Q 
fever may be classified as occupational diseases for farmers, 
meat packers, and stockyard workers. 


TMA Headquarters Building Appears 
On Cover of Austin Publication 


The Texas Medical Association’s Headquarters Building 
in Austin at 19th and Lamar Streets appeared on the cover 
of the October issue of Astin in Action, official publica- 
tion of the Austin Chamber of Commerce. Featured in the 
issue were several of the trade associations which have 
contributed to the economic growth of the city. 


Television Series Postponed 


Plans for the new weekly television series “This Week 
in Medicine,” which was announced in the September 
Journal, have been indefinitely. postponed, according to 
Schless and Company of New York. The series was planned 
as the first regular use of television channels to reach 
a professional audience. The editorial staff and medical 
consultants of Medical News, Inc., were producers, and 
CIBA Pharmaceutical Products, Inc., was the sponsor. 


Higher Incomes, New Medical Skills 
Raise Spending for Health Services 


American families spent 5.4 per cent of income, after 
taxes, for health care services and products in 1959, ac- 
cording to the Health Insurance Institute. 

Five years ago, the ratio of health expenditures to dis- 
posable personal income was 4.7 per cent, and 3 years 
ago it was an even 5 per cent. 

The slight rise in the proportion of net income spent 
for health was recorded by government economists over a 
5 year period marked by a new array of medical skills and 
specialized equipment—and higher prices for virtually 
everything people buy. 


Who gets gout? A profile of the typical gout patient is 
given in the current issue of Patterns of Disease, a Parke, 
Davis & Company publication. The patient is usually male 
—ratio of men to women with gout is 20 to 1—and older 
than 30 years of ago. The incidence of gout today is “prob- 
ably the same as it was in the last century” (0.6 per cent). 
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PLANKS FROM THE PARTY PLATFORMS 


DEMOCRATIC 


REPUBLICAN 


Health Manpower 


.. Propose federal aid for constructing, expanding, 
ind modernizing schools of medicine, dentistry, 


ursing, and public health. 


.. Provide scholarships and other assistance to help 


‘ffset costs of medical education. 


. . . Pledge federal help in building schools of medi- 
cine, dentistry, public health, and nursing. 


. . . Provide financial aid to students in these fields. 


Medical Research 


.. Step up medical research on cancer, heart disease, 
rthritis, mental illness. 


. . Summon the nation’s most distinguished scien- 
ists in the fields of heart disease and cancer to map 
coordinated long-run program for the prevention 
ind control of these diseases. 


.. Provide increased federal support for psychiatric 


esearch and training, and for community health pro- 
‘rams. 


. . . Pledge continued federal support for a sound 
research program aimed at both the prevention and 
cure of diseases, including mental illness . . . and 
for radiological medicine. 


... Apply promptly the results of research. 


“We believe the Federal roles in research to be 
in the area of (1) basic research which indus- 
try cannot be reasonably expected to pursue, and 
(2), applied research in fields of prime con- 
cern such as . . . public health.” 


. Endorse federal contracting for research. 


“(With) allowance for reasonable charges for 
overhead and management.” 


. . . Back international health research programs. 


Health Care for the Aged 
... Provide medical care benefits for the aged under 
the existing social security insurance system. 


“We reject any proposal which would require 
such citizens to submit to the indignity of a 
means test.” 


.. . Provide corresponding benefits, by appropria- 
tions from the general revenue, for older people not 
covered by social security. 


.. . Raise the standards in nursing homes and other 
institutions for the aged. 


. . . Provide the aged needing it, on a sound fiscal 
basis and through a contributory system, protection 
against burdensome medical costs . . . with the option 
of purchasing private health insurance. 


.. . Support Federal-State grant programs to improve 
health, welfare and rehabilitation services for handi- 
capped older persons. 


. . . Improve standards of nursing home care. 


. . . Protect the personal relationship of patient -and 
physician. 


Food & Drug Administration 


.. . Review the practices of federal agencies, with 
an eye to speedier decisions. 


.. . Provide the money and the authority to strength-’ 


en the Food & Drug Administration. 


. . . Pledge continued strong support of the Food & 
Drug Administration. 


. . . Pledge new legal weapons for the Food & Drug 


Administration. 


Hospitals . . . Veterans 


.. . Expand and improve the Hill-Burton hospital 
construction program. 


... Provide increased (medical) facilities, including 
nursing home facilities, for all needy veterans. 


. . . Raise the standards of medical care for veterans, 
with increasing emphasis on rehabilitation. 


Reprinted from page 51 of September, 1960, issue of New Medical Materia. 
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MEMORIAL 


Bibliography on Athletic Injuries 


There has been a growing demand for information on 
injuries sustained in athletics. The following material may 
be secured from the Memorial Library of the Texas Medical 
Association: 


Badgley, C. E., and Hayes, J. T.: Athletic Injuries to the 
Elbow, Forearm, Wrist and Hand, Am. J. Surg. 98:432- 
446 (Sept.) 1959. 

Barber, L. B., Jr.: Recommendation of a Superior Mouth 
Guard for Intramural Sports, Med. Bull. U. S. Army Europe 
14:176-179 (Aug.) 1957. 

Bennett, G. E.: Baseball and Other Athletic Injuries, 
Med. Times 87:302-304 (Mar.) 1959. 


Bingham, E. L.: Fractures of the Humerus from Muscular 
Violence, U. S. Armed Forces M. J. 10:22-25 (Jan.) 1959. 

Burbacher, C. R., and Wike, D.: Prevention and Man- 
agement of Football Injuries, J. Florida M. A. 45:407-413 
(Oct.) 1958. 

Clayton, M. L., and Weir, G. J.: Experimental Investi- 
gations of Ligamentous Healing, Am. J. Surg. 98:373-378 
(Sept.) 1959. 

Daly, J. J.: Treatment of Athletes, California M. 88:441- 
442 (June) 1958. 

Dennison, A. D., Jr.: Cardiovascular Situations Related 
to Athletic Injuries: Their Prevention and Treatment, 
J. Indiana M. A. 51:39-42 (Jan.) 1958. 

Devas, M. B.: Stress Fractures of the Tibia in Athletes 
or Shin Soreness, J. Bone Surg. Brit. 40-B:227-239 (May) 
1958. 

DeVoe, A. G.: Injuries to the Eye, Am. J. Surg. 98:384- 
389 (Sept). 1959. 

Dye, E. R.: Engineering Research on Protectwe Head- 
gear, Am. J. Surg. 98:368-372 (Sept.) 1959. 

Fausset, C. B.: Neurological Situations Related to Athletic 
Injuries, J. Indiana M. A. 51:36-39 (Jan.) 1958. 

Frackelton, W. H.: Facial Injuries in Sports, Am. J. Surg. 
98:390-393 (Sept.) 1959. 

Gallagher, J. R.: About People, Not Injuries, Am. J. 
Surg. 98:332-336 (Sept.) 1959. 

Gladden, J. R.: Boxer’s Knuckle; Preliminary Report, 
Am. J. Surg. 98:388-397 (March) 1957. 

Gonzales, T. A.: Fatal Injuries in Competitive Sports, 
J.A.M.A. 146:1506-1511 (Aug. 18) 1951. 

Harkness, J. T.: Physical Fitness for Sports, Am. J. Surg. 
98:328-331 (Sept.) 1959. 

Keast, R. W.: Can Skin Diving be Made Safe, Am. J. 
Surg. 98:506-508 (Sept.) 1959. 

Kraus, H.: Evaluation and Treatment of Muscle Function 
in Athletic Injury, Am. J. Surg. 98:353-362 (Sept.) 1959. 

Kraus, H.: Prevention and Treatment of Ski Injuries, 
J.A.M.A. 169:1414-1418 (March 28) 1959. 

Lichtman, A. L.: Traumatic Injury in Athletes, Internat. 
Rec. M. 170:322-326 (May) 1957. 

Lipscomb, A. B.: Management of Knee Injuries in Atb- 
letes, J. Tennessee M. A. 51:369-372 (Sept.) 1959. 

McCown, I. A.: Boxing Injuries, Am. J. Surg. 98:509- 
516 (Sept.) 1959. 

McCown, I. A.: Protecting the Boxer, J.A.M.A. 169: 
1409-1413 (March 28) 1959. 

McDougall, A.: Some Athletic Injuries and Their Treat- 
ment, Physiotherapy 43:38-42 (March) 1957. 
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Thorndike, A.: Prevention of Injuries in College Ath- 
letics, J.A.M.A. 169:1405-1409 (March 28) 1959. 

Thorndike, A.: Trauma of Athletics, New England J. 
Med. 246:335-339 (Feb. 28) 1952. 

Tucker, W. E.: Hazards of Winter Sports, Practitioner 
179:689-697 (Dec.) 1957. 

Urist, M. R.: Treatment of Dislocations of the Acro- 
mioclavicular Joint, Am. J. Surg. 98:423-431 (Sept.) 
1959. 

Vermooten, V.: Sports Injuries to the Genitourinary 
Tract, Am. J. Surg. 98:457-462 (Sept.) 1959. 

Wedlick, L. T.: Sports Injuries, Med. J. Australia 1:800- 
801 (June 13) 1959. 

Williams, R. D., and Patton, R.: Athletic Injuries to 
the Abdomen and Thorax, Am. J. Surg. 98:447-450 
(Sept.) 1959. 


Books Newly Acquired 


Adriani, John: Pharmacology of Anesthetic Drugs, ed. 
4, Springfield, Ill., Charles C Thomas, 1960. 

Advances in Internal Medicine: vol. 10, New York, 
Interscience Publishers, 1960. 

American College of Surgeons: A Catalogue of the 
H. Winnett Orr Historical Collection and Other Rare 
Books in the Library of the American College of Surgeons, 
Chicago, American College of Surgeons, 1960. 

American Medical Association: Proceedings of the Na- 
tional Conference on the Medical Aspects of Sports, Chi- 
cago, American Medical Association, 1959. 

American Ophthalmological Society: Transactions, Nime- 
ty-Fifth Meeting, 1959. 

Anderson, W. A. D.: Synopsis of Pathology, ed. 5, St. 
Louis, C. V. Mosby, 1960. 

Barsky, A. J.: Congenital Anomalies of the Hand and 
The Surgical Treatment, Springfield, Ill., Charles C 
Thomas, 1958. 


Belisario, J. C.: Cancer of the Skin, London, Butterworth 
& Co., 1959. 

Chapman, J. S.: Anonymous Mycobacteria in Human 
Disease, Springfield, Ill, Charles C Thomas, 1960. 

Ciba Foundation Symposium: Cellular Aspects of Im- 
munity, Boston, Little, Brown & Co, 1960 

Davis, A. W.: Dr. Kelly of Hopkins, Surgeon, Scientist, 
Christian, Baltimore, Johns Hopkins Press, 1959. 

Gofman, J. W.: Coronary Heart Disease, Springfield, 
Ill., Charles C Thomas, 1959. + 
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Health Insurance Council: Surgical Procedures Classifi- 
cation and Nomenclature, for Use im Connection with 
Surgical Expense Insurance, 1956, New York, Health In- 
surance Council, 1956. 

Hudson, J. D.: Hospital Districts and Authorities in the 
United States, John Douglas Hudson, 1960. 

Josiah Macy, Jr., Foundation: Glaucoma Transactions, 
New York, Josiah Macy, Jr. Foundation, 1956. 

Levine, H. D.: Cardiac Emergencies and Related Dis- 
orders, New York, Landsberger Medical Books, 1960. 

Louisell, D. W., and Williams, H.: Trial of Medical 
Malpractice Cases, Albany, N. Y., Matthew Bender & Co., 
1960. 

Mandarino, M. P.: Chemical Osteosynthesis in Ortho- 
paedic Surgery, Springfield, Ill., Charles C Thomas, 1960. 

Parkinson, R. H.: Tomsil and Allied Problems, New 
York, MacMillan, 1951. 

Rawcliffe, D. R.: Illustrations and Delusions of the 
Supernatural and the Occult (Psychology of the Occult), 
New York, Dover Publications, 1959. 

Rose, H. M., ed.: Viral Infections of Infancy and Child- 
hood, New York, Hoeber-Harper, 1960. 

Scher, S. C., and Davis, H. R., eds.: Out-Patient Treat- 
ment of Schizophrenia; A Symposium, New York, Grune 
& Stratton, 1960. 

Seven, M. J., and Johnson, L. A.: Metal-binding in 
Medicine, Philadelphia, J. B. Lippincott, 1960. 


Gifts to the Library 


Dr. Morris Davidson, Austin, 15 journals; 17 bulletins; 

pamphlets. 

Dr. Henry L. Hilgartner, Austin, 70 journals; 6 reprints. 

Dr. Lang F. Holland, Austin, 256 journals. 

Dr. Sam N. Key, Jr., Austin, 43 journals. 

Dr. Marjorie Lawlis, Austin, 40 books. 

Drs. Georgia and Carey F. Legett, Austin, 155 journals. 

Mr. Dan Lehman, Austin, 19 journals. 

Dr. Walter Long, Austin, 12 books; 8 journals. 

Dr. Morris E. Malakoff, Laredo, 178 journals. 

Dr. Robert G. McCorkle, Austin, 7 journals. 

Dr. Berthold H. Reinarz, Austin, 256 journals; 180 
pamphlets. 

Dr. M. Rogers, Rule, 23 journals. 

Dr. Benjamin F. Simms, Austin, 323 journals. 

Dr. C. M. White, Beaumont, 30 books. 

Dr. David R. Womack, Austin, 35 journals; 14 pam- 
phlets. 


Rugeley and Blasingame Clinic, Wharton, books and 
journals. 


Book Notes 


A Dictionary for Medical Secretaries 


ISABEL ALICE STANTON, Secretary, Director of Graduate 
Training, Baylor University College of Dentistry; Secretary, 
Coordinator of Internal Medicine, Division of Graduate 
Medicine, University of California, Los Angeles. 175 pages. 
$6.50. Springfield, Ill. Charles C Thomas, 1960. 


This dictionary is a helpful and authoritative publica- 
tion. The list of irregular words included in the book are 
of particular value in dictaphone typing, in which pro- 
nounciation is not always clear. Most of the more fre- 
quently used works are included and explained in such a 
way that even a beginning medical secretary should be able 
to understand them. 


—R. C. Jordan, M.D., Austin. 
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a American 
Medical Association 


New Developments in Old Diseases 
Theme of AMA Clinical Session 


The theme “New Developments in Old Diseases and 
Old Developments in New Diseases,” will be stressed at 
the fourteenth clinical meeting of the American Medical 
Association in Washington, November 28-December 1. 


Participants will include proponents of both sides when 
different views exist on the management of a disease or 
medical condition. For example, should tonsils be removed 
when mildly diseased or only when they are badly dis- 
eased? 


The patient's side also will be heard on one symposium. 
Clarence B. Randall, an industrialist and special assistant 
to President Eisenhower, will talk on coronary disease from 
the patient’s viewpoint. 

Other participants and their topics on this panel will 
be the following: 

Dr. A. Carlton Ernstene, Cleveland, moderator; Dr. 
Thomas W. Mattingly, Washington, D. C., “Can Coronary 
Patients Be Predicted by Clinical or Physiologic Measure- 
ments?”; Dr. Donald S. Fredrickson, Bethesda, Md., “Fat 
Metabolism as a Background to the Development of Cor- 
onary Atherosclerotic Disease’; Dr. Victor A. McKusick, 
Baltimore, “Genetic Background of Patients with Coronary 
Vascular Disease”; Dr. Eugene A. Stead, Jr., Durham, 
N. C., “Management of the Dietary and Psychologic Prob- 
lems of the Patient with Coronary Disease.” 

The problem of management of nodules will be discussed 
in three panels concerned with breast nodules, the solitary 
pulmonary nodule, and nodules of the neck. 

Members of another panel will discuss recent advances 
in the use of antibiotics and steroids, and additional sym- 
posia will cover topics in obstetrics-gynecology, pediatrics, 
edema, cirrhosis and liver diseases, renal problems, osteo- 
porosis, thyrotoxicosis, eye problems, orthopedic surgery 
and trauma, clinical nutrition, and bronchopulmonic dis- 
ease. 

All of the scientific sessions will be held at the District 
of Columbia National Guard Armory. Starting at 9:30 a.m., 
November 28, the sessions will continue until 11:30 a.m., 
December 1. 

There will be approximately 125 exhibits in the Armory, 
with special demonstration exhibits on fractures and prob- 
lems in delivery. Also, there will be more than 100 ex- 
hibits in the industrial exhibition, in which the products, 
services, and aids provided by industry to physicians and 
their patients will be displayed. 

Medical motion pictures will be shown, as well as col- 
ored television showings originating in Georgetown Uni- 
versity Hospital. Six 1 hour television presentations will be 
devoted to dermatology, pediatrics, emergency treatment of 
major injuries, newer methods of surgical treatment of 
peptic ulcer, orthopedics, and pathology. 

The personal physician to President Eisenhower, Maj. 
Gen. Howard McC. Snyder, MC, USA, will be guest of 
honor at the House of Delegates dinner, November 28. 
President Eisenhower has been invited and will attend if 
his official schedule permits. 

For further information concerning the clinical session, 
those interested may write to Mr. Leo E. Brown, Director, 
Communications Division, American Medical Association, 
535 N. Dearborn, Chicago 10. 
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Ye Woman’s Auxiliary 


Auxiliary School of Instruction, 
Board Meeting Draws 157 


Approximately 157 attended the Woman’s Auxiliary 
1960-1961 Fall Executive Board meeting, September 15, 
and the School of Instruction, September 16, at the Texas 
Medical Association’s Headquarters Building in Austin. 

“Alertness and Action for Achievement” was the theme 
stressed during the meetings. 


Among the events of *the Fall Executive Board Meeting 
were the report given by Mrs. William C. Barksdale of 
Borger, President-Elect of the Auxiliary, on the July AMA 
Woman’s Auxiliary Meeting and the presentation of the 
county presidents, presidents-elect, council women, council 
women-elect, and committee members. Plans and reports 
were given by the officers and chairmen. 

A “get acquainted hour” was given Thursday evening by 
Mrs. Ramsay H. Moore, President of the Auxiliary. This 
was followed by an auxiliary dinner during which members 
of the Travis County Auxiliary presented a skit on public 
relations. 

A highlight of the School of Instruction, for which 
Mrs. James A. Hallmark, Fort Worth, chairman of the 
meeting, presided, was a talk by Dr. Mayo Tenery, Waxa- 
hachie, Councilor for District 14. His subject was “Ethics 
for the Doctor’s Wife.” Mr. Brad Smith, director of the 
Governor's Highway Safety Commission gave a talk on 
safety. 

A roundtable discussion was held with the county presi- 
dents, council women, and council women-elect participat- 
ing, after which a luncheon was held in the TMA head- 
quarters building. 

During the afternoon session, a skit on public relations 
entitled “The After Five Routine” was given. Dr. May 
Owen, President of the Texas Medical Association, gave 
a talk on “Partners in Medical Care.” 
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Association Headquarters Building 
Pictured on AMEF Christmas Card 


The accompanying illustration shows the Texas Medical 
Association headquarters building as it appears on the 
Christmas card being sold for the benefit of the American 
Medical Education Foundation by the Woman’s Auxiliary. 
Orders may be placed with Mrs. Ben H. Griffin, Frost, 
Texas; a box of 25 cards costs $2.50. 
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457 Attend PR Conference at IMA 
Headquarters in Austin 


Better public relations for doctors was stressed at the 
sixth annual Public Relations Conference, September 17, 
at the Texas Medical Association’s Headquarters Building 
in Austin. 


Five outstanding guest speakers, a panel discussion on 
‘What's New in County Society PR,’ numerous committee 
and council meetings, presentation of the General Practi- 
tioner of the Year award, and the Texas-Nebraska football 
game attracted a total of 457 registrants, including 167 
orientees who attended the Orientation Program, held sim- 
ultaneously with the Public Relations Conference. 


a. Physicians attending the Public Relations and Ori- 
entation programs queue up at registration booth. 

b. Drs. May Owen and Russell Deter, Association 
President and Vice-President, respectively, confer with 
Auxiliary President, Mrs. Ramsay H. Moore, right. 

ce. Conference attendants enjoy a luncheon conver- 
sation. 

d. Dr. Herbert Bailey, Dallas, awards one of two cita- 
tions given by the American Medical Education Founda- 
tion to Dr. L. M. Williams, Beaumont, representing Jef- 
ferson County Medical Society. 

e. Mr. Ed Wimmer, vice-president of the National 
Federation of Independent Business, was final speaker 
of the day-long conference. 
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Leading the slate of speakers were Rev. Charles Well- 
born, Waco, pastor, Seventh and James Baptist Church; Dr. 
Kenneth W. Haagensen, Milwaukee, director of public re- 
lations, Allis-Chalmers Manufacturing Company; Claude 
Robinson, Ph.D., Princeton, N. J., founder and chairman of 
the Executive Committee, Opinion Research Corporation; 
Dr. Walter S. Wiggins, Chicago, secretary, Council on 
Medical Education and Hospitals, American Medical Associ- 
ation; and Ed Wimmer, Cincinnati, vice-president, National 
Federation of Independent Business. 


One of the highlights Saturday was the presentation of 


f. Dr. Joe R. Donaldson, Pampa, and Dr. James A. 
Hallmark, Fort Worth, left, exchange ideas with guest 
speakers Claude Robinson, Ph.D., and Kenneth Haagen- 
sen, right. 

g. Auxiliary members serve coffee during a recess. 

h. Dr. Elbert Dean Rice of Tyler (foreground) accepts 
award of General Practitioner of the Year for 1960 from 
Dr. Robert H. Bell of Palestine. 

i. Associate memberships in the Southern Medical 
Association are presented by Dr. Robert D. Moreton 
(center) to C. Lincoln Williston and Donald M. Ander- 
son (left) and to Philip R. Overton (extreme right) in 
recognition of ‘‘meritorious service rendered the medical 
profession and humanity.’ Dr. Milford O. Rouse, Dallas, 
second from right, looks on. 





a plaque to Dr. Elbert D. Rice of Tyler, elected by the 
House of Delegates in April as General Practitioner of 
the Year. The presentation was made by Dr. Robert H. 
Bell, Palestine. 

Two motion pictures were shown. Their titles were “I 
Am A Doctor” and “The Silent Witness.” The former sur- 
veyed the variety of medical careers available to every 
qualified student; the latter demonstrated the importance 
of using chemical tests to determine the amount of alcohol 
in the blood of a person charged with drunken driving. 

Dr. Herbert Bailey of Dallas presented American Medi- 
cal Education Foundation citiations to ten county medical 
societies which had given 100 per cent support to last 
year’s campaign. They were: Jefferson County (2 citations) , 
Angelina County, Collin County, Erath-Hood-Somervell 
Counties, Gregg County, Hardeman-Cottle-Foard-Motley 
Counties, Liberty-Chambers Counties, Palo Pinto-Parker- 
Young-Jack Archer Counties, Top o’ Texas (Gray-Hansford- 
Hemphill - Lipscomb - Roberts - Ochiltree - Hutchinson - Carson 
Counties), and Victoria-Calhoun-Goliad Counties. 


Dr. Bailey also cited the work of three individuals from 
Houston: Drs. Everett L. Goar, Stuart A. Wallace, and 
Jane Telford. These physicians will be honored by the 
Harris County Medical Society at its October meeting. 

Approximately 306 tickets were sold through the Associ- 
ation to physicians and their guests for the University of 
Texas-University of Nebraska football game, played in Aus- 
tin Saturday night. Prior to the game, Charles O. Finley 
and Company gave a reception in the Driskill Hotel, from 
which the company provided chartered buses to the stadium. 


Guest Presentations 


The five guest speakers previously named addressed a 
combined audience of orientees and visitors attending the 
public relations conference. 


Rev. Charles Wellborn: “PR Makes a Difference” 


All public relations, according to Rev. Wellborn, is based 
upon two facts: (1) not 1 out of 1,000 knows a good 
thing when he sees it, but has to be sold on it, and (2) 
it is the quality of public relations that makes the differ- 
ence in acceptance or rejection. 

Rev. Wellborn cited the five following don’ts for good 
public relations: (1) don’t rush, (2) don’t be afraid to 
make a mistake, (3) don’t think what you're doing has 
to be the biggest job for you to do your best, (4) don’t 
think you have to be different just for the sake of being 
different, and (5) don’t be afraid to tell your story re- 
peatedly. 

In elaborating on the points, Rev. Wellborn said that 
many people were afraid to take on additional responsibility 
because of making a mistake. If you are doing the best 
job you know how, he commented, people will forget the 
mistakes you make and just remember the good you did. 
He said that what often looks like a little job turns out to 
be an important one, so that one shouldn’t wait for a 
big job to do his best. Rev. Wellborn said that sometimes 
the reason we do things the way our forefathers did was 
because that is the best way to do them; therefore, there 
is no need to be different just to be different. Repetition, 
he said, is often a good device. If people are told something 
often enough, they will start believing it. 


Kenneth Haagensen: 
“Do They Know Anything Good About You?” 


Propounding truth and positive rather than negative 
public relations, Mr. Haagensen advised that good sound 
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public relations can help prevent “fire from coming up and 
taking place.” 


The public relations director of Allis Chalmers Manu- 
facturing Company, noting the physician’s struggle against 
socialized medicine, declared that the fire fighting basis 
would be long and expensive. 


Citing his own “daffynition” of public relations, Haagen- 
sen pictured some public relations projects as “deodorant 
spread around where it stinks.” This, he said, would not 
work. The complete goal of good public relations is under- 
standing, and understanding must be reached with the 
public, which in his company consists of (1) employees 
(he named the most important public), (2) neighbors, 
(3) dealer-distributors, (4) shareholders, (5) customers, 
(6) suppliers, (7) editors, associations, professional groups, 
(8) government—local, state, and national, and (9) the 


general public. For the physician, the list would change 
little, he said. 


With truth, the facts, and a good complete communica- 
tions program, the individual can reach the goal of under- 
standing—good public relations. This program, he con- 
cluded, begins with the individual doctor—who can be the 
bulwark in public relations. 


Claude Robinson: ‘The Political Challenge to Medicine” 


Mr. Robinson likened the problem doctors have in op- 
posing socialized medicine to a merchandising problem. 
Experience already gained in merchandising can be used. 
The keys to successful merchandising, he stated, are to 
have a better product than the competitor and to sell it 
better than the competitor. The “medical product” is good, 
physicians know. Nevertheless, “it is what the public thinks 
that counts.” 


On the whole, the public thinks favorably of doctors 
and medicine. In fact, in a recent survey 61 per cent of 
people questioned rated physicians higher than members of 
any other profession. Despite this, there are persistent sore 
spots. One-fourth of those surveyed said there were not 
enough hospitals. Forty-four per cent had had unpleasant 
medical experiences, mostly concerned with improper diag- 
nosis. Another 22 per cent complained that physicians were 
too busy to see them, and 15 per cent that doctors fre- 
quently made them wait. Another charge was that physicians 
are ‘““money-minded”; 22 per cent said that doctors often 
charge more than expected. Finally, 14 per cent thought 
that physicians tend to conceal the facts. 

Thus, although the product is good, it can be made 
better. 

“Good products do not sell themselves; even bath tubs 
had to be sold. Your opposition is clever. They magnify 
the need and declare that they are for the good ends. Thus, 
40 per cent of the people questioned say that government 
should take the lead in advancing the nation’s health, as 
opposed to 24 per cent who think that organized medicine 
—the American Medical Association—should take the 
lead.” 

The medical profession must get into its “sell.” Physi- 
cians must recognize the needs that exist and create volun- 
tary means to meet them. They must demonstrate con- 
stantly their concern about these needs and must show that 
they are service minded. 

Nothing is stronger than face-to-face selling, Mr. Robin- 
son emphasized. American doctors are in an extraordinary 
position in terms of personal selling. The approximately 
165,000 physicians in the country are in intimate contact 
with people who trust them more than they criticize them. 
The political challenge to medicine is crucial not only to 
the existence of medical practitioners, but also to the wel- 
fare of the people. 
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Dr. Walter S. Wiggins: ‘Securing Our Successors” 


In 1958, Dr. Wiggins said, the Council on Medical Edu- 
cation and Hospitals of the American Medical Association 
asked 60 experts—producers and transmitters of medical 
knowledge—the question, “How many physicians will be 
needed for the future?” The consensus was that the present 
proportion of 132 physicians for each unit of 100,000 gen- 
eral population, though far from ideal, should be main- 
rained. To care for the 235,000,000 people who, it is 
stimated, will inhabit the United States by 1975, will re- 
juire 3,000 additional graduates of medical schools in 
his country each year. This figure presupposes that the 
ame number of physicians will be received annually from 
foreign countries. 

That existing medical schools could expand to meet one- 
half the need for these 3,000 additional physicians per 
year is a broad assumption, for there is no specific plan 
co make it a reality, Dr. Wiggins stated. There remains 
the need for 15 new medical schools: this is probably the 
greatest challenge to be met if physicians are to provide 
for their successors. 

The means for establishing medical teaching facilities will 
be found, but they will be useless unless enough young 
men and women are recruited to use them, Dr. Wiggins 
reminded. Medicine has never been an easy profession. 
Modern medicine is even more complex, and requires 
expenditure of much time and money. The steady increase 
in the number of college ‘graduates has not been great 
enough to offset the decline of applicants to medical schools. 

Physicians must tell medicine’s story to young people. 
Others—engineers, physicists, chemists—are participating in 
carefully planned recruitment programs. In addition, ways 
must be found to make it financially possible for young 
people to study medicine. 


Ed Wimmer: 
“How Much Socialism in Tomorrow's Capitalism” 


Mr. Wimmer stated that fighting socialized medicine is 
a daily task and that the physician and the small business 
man are the remaining bulwarks in the path of com- 
munism in the United States—or anywhere else. 

The medical profession in the future will be only as 
good as its membership, and as good as its membership 
makes its public relations. Mr. Wimmer called the picture 
“Vigil in the Night” the best he had ever seen on public 
relations. “Yet I walk into doctors’ offices today, and that 
picture is absent.” 

One of the best things a doctor can do, Mr. Wimmer 
stated, is to let the patient know when he prescribes an 
expensive drug that it will cost approximately so much 
but that it will have him back on his feet in a couple of 
days, whereas a less costly drug might require a week or 
a period of hospitalization. Too few physicians take the 
time to do this. 

After a 314 hour debate at the University of Miami, 
Mr. Wimmer asked the 2,000 students present how many 
had discussed the subject of private enterprise with their 
fathers. Only 2 or 3 indicated that they had. That night 
at the county medical society meeting at which he spoke, 
he asked members how many had discussed socialized medi- 
cine with their sons; not one had. 

“People in Texas show up as bad as people in any other 
state of the Union in polls. Sixty-one per cent of the popu- 
lation say that government should take over all big busi- 
nesses, all big banks. Fifty-one per cent voted for the 
Communist theory, as against the American theory, and 37 
per cent voted for police tapping of phones.” 
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Panel Session: 
“What's New in County Society PR” 


Dr. Foy H. Moody of Corpus Christi was moderator for 
a panel discussion on new techniques in county medical 
society public relations programs. Panel participants in- 
cluded Dr. Travis Smith, Abilene; Dr. William M. Sherrill, 
Houston; Dr. David H. Allen, Wichita Falls; Miss Mary 
Jane Kibler, Chicago; Dr. H. L. Steinbach, Brenham; and 
Dr. Jack F. McKemie, Corpus Christi. 


Dr. Travis Smith: “‘Physician-Minister Liaison” 


Dr. Smith described the collaboration of physicians and 
ministers in his home community, Abilene, in the care 
of patients. Several years ago a hospital chaplain at Hen- 
drick Memorial Hospital began his work quietly, and he 
gradually gained the trust of the medical staff. Among his 
accomplishments was a one-day conference for ministers 
who work at the hospital; occasionally at such sessions a 
panel discussion would be given in which both doctors 
and ministers participated. 

The idea evolved of a combined meeting of the entire 
staff of the hospital with the ministers. Ninety-three per- 
sons attended the banquet, at which all religious denomi- 
nations were represented except one. For next year’s pro- 
gram, this will be rectified, it is hoped. 

Many who attended the meeting commented on its value, 
and there is a new realization that both professions need 
to work together for the patient’s benefit. 


Dr. William M. Sherrill: 
“Communicating with Our Publics’’ 


Dr. Sherrill, in defining public relations, told his audi- 
ence that public relations is “like making love: the more 
you participate, the more you get out of it.” He reported 
on three successful public relations projects sponsored by 
Harris County Medical Society—a speakers’ bureau, a tele- 
vision series, and a series of newspaper articles on the day 
in the life of a doctor. 


All speakers of the society's bureau are members. Pub- 
licity for the project is needed occasionally, and a brochure 
has been prepared for this purpose. Periodically a check 
is made to see if speakers are doing the job desired by 
those who ask for them. 

The title of the television series was “I Am A Doctor,’ 
and the motion picture of this name was shown on the 
first of the 15-minute programs, which were telecast 
shortly before noon on Saturday for 5 months. The audi- 
ence was estimated at 300,000, consisting mostly of house- 
wives. Most of the programs were unrehearsed, and it was 
believed that this added to the success of the series. Other 
topics included the Gulf Coast Poison Center, physical 
rehabilitation, poliomyelitis inoculation, and health insur- 
ance and the aging population. 

The series of six articles, published in the Houston Press, 
was called “An MD’s Day in Houston.” Good cooperation 
was obtained from everyone concerned. Ground rules were 
established, such as preservation of anonymity for physicians 
selected to participate. Copy was submitted to the county 
society for approval and corrections. The society was well 
pleased with the finished job. 


Dr. David H. Allen: 
“‘Medical Society Newspaper Advertising” 


At one time, Dr. Allen commented, the relationship of 
physicians and the press in Wichita Falls (approximate 
population 100,000) was so bad that the newspapers 
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threatened not even to use a physician’s name in his obit- 
uary. 

During the past few years the society has establsihed 
rules of conduct that have had fairly smooth acceptance 
by the press. The greatest problem is censorship, and it is 
likely to remain so. At present, any member of a central 
committee of the society can approve a news release. Any 
physician who releases a story without such approval is 
held fully responsible. Physicians honored by a society 
may have a photograph 1 column wide and 214 inches 
long published in 2 successive papers only. Group pictures 
of physicians are uncensored. 

The committee has a yearly budget of $600. With this, 
advertisements that are suitable for community service are 
published. A related news story accompanies each. Subjects 
have been: the local poison center, home _ toxicologic 
guide, tetanus injections, hospital problems, the value—or 
lack of value—of a house call, how to choose a doctor, and 
the cost of medical care. The committee has tried to avoid 
preaching to the people. Emphasis is on the physician’s 
service to the patient, and to this end the program of 
advertising has been designed. 


Miss Mary Jane Kibler: “‘Let’s Not Let ‘Em Eat Hay” 


Miss Kibler, assistant secretary of the Council on Foods 
and Nutrition of the American Medical Association, said 
that the Council is concerned with whether the physician 
is equipped to answer his patients’ questions with regard 
to diet and foods. 

“We want to know what we can do for you. Speakers 
are available. There is a kit of material for combating 
misinformation, also a film, “The Medicine Man.’ We can 
furnish abstracts of articles which can be reprinted as long 
as they have no advertising on them.” 


Dr. H. L. Steinbach: “Immunization Programs” 


Dr. Steinbach described the recent program of immuniza- 
tion against poliomyelitis undertaken by Washington-Burle- 
son Counties Medical Society. The project was planned in 
detail with a committee of the American Legion, which 
took the initiative in certain tasks such as promotion of 
publicity, arrangements for a place to hold the clinic, and 
a plan to help defray the costs of materials needed. County 
society members did not charge for their services. 

The immunization clinic was held on Sunday afternoon 
from 1 to 6 o'clock, with physicians and nurses working 
in two-hour shifts. The first two clinics were held 3 weeks 
apart and the third, 7 months later. The number of persons 
who attended was 3,155 for the first clinic, 3,235 for the 
second, and 2,761 for the third. 

All patients younger than 21 were admitted free. Adults 
from 21 to 45 years paid $1 unless financially unable. More 
than $850 was collected. After the expenses of the clinic 
were paid, enough money was left for donations to several 
charitable organizations. 


Dr. Jack F. McKemie: “‘Medical Student Scholarships” 


Dr. McKemie said that about 4 months ago the Public 
Relations Committee of the Nueces County Medical Society 
began to consider the feasibility of a scholarship. The 
society approved a $1,000 scholarship for a student to a 
school of his choice in the United States. The scholarship 
will be limited to Texas for-the first year, however. 

Dr. McKemie listed four gains sought by the scholarship 
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project: to stimulate bright students to enter medicine, to 
counteract public opinion concerning the so-called “closed 
shop” of medicine, to afford positive materials for good 
public relations, and to encourage other societies, particu- 
larly service clubs, to do likewise. 


A candidate for the scholarship must meet the following 
requirements: (1) He must be acceptable to the society. 
(2) He must have a good scholastic record. (3) He must 
be a good publicity subject. (4) He must be in need. 

A secret committee of the society screens applicants and 
recommends that a certain student receive the scholarship. 
It might be feasible to have a dean of a medical school 
select a student. The society finances the scholarship in 
full; its 200 members pay $5 per year for this purpose. 


Executive Board Hears 
Trustee, Council Actions 


The Executive Board met for the third time Sunday, 
September 18, since its establishment in April, 1959. In- 
cluded on its agenda were reports from the councils, acting 


for themselves and on behalf of committees assigned to 
them. 


Reports of Boards and Executive Secretary In Summary 


Trustees—The fiscal affairs of the Association are in 
good order. Expenditures for the year are within the 
budget adopted by the Board at the year’s beginning. Divi- 
dends from investments continue to be received and the 
Trustees’ portfolio shows a profit. During the summer, the 
Trustees assumed the responsibility for management of a 
sixth fund—the Harriet Cunningham Memorial Fund. Divi- 
dends from investments should provide income to assure 
the awarding of a $250 fellowship each year. 

It is anticipated that at least $35,000 will be available 
from the Dr. S. E. Thompson Scholarship Fund during 
the coming year for loans to students at the University of 
Texas Medical Branch. Students may borrow up to $3,000 
while in medical school, but not more than $1,000 in any 
one school year, or $500 at any one time. 

The Trustees also agreed to contribute money to the 
1961 AAPS Essay Contest, on the basis that the Trustees 
will match up to $500 the amount which is raised in 
prize money from AAPS members in Texas. 

Councilors—A model constitution and by-laws for county 
medical societies has been revised to conform with the 
present Texas Medical Association Constitution and By- 
Laws. Copies may be obtained from the Central Office. 

Following a survey made of county medical society mem- 
bership, it is recommended that no further consideration 
be given to changing the present constitution and by-laws 
requirement for minimum number of members necessary 
to organize and to maintain county medical society organ- 
ization. The Councilors recommend that the Texas Medical 
Association sponsor a program of instruction for county 
medical society officers each January during the Executive 
Board meeting weekend. A subcommittee has been ap- 
pointed to work out a format for the program. 

Executive Secretary—The ‘Texas Medical Association 
stands ready to implement the state-wide survey on Com- 
munity and Public Service. One objective of the survey will 
be to focus attention on community and public service, 
both professional and non-medical, which is rendered by 
physicians. It is believed that the results of the survey will 
document the many hours of free medical service which 
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physicians render to those who are unable to pay. A second 
objective will be to secure factual information on profes- 
sional services which physicians render to the aged, and on 
the ability of those over 65 to pay for necessary medical 
care. 

Three hundred new members have been reported this 
year by county societies. Membership now stands at 8,200, 
and should reach close to 8,400 by the end of the year. 

A 15 per cent increase in Journal advertising rates was 
initiated on July 1. Advertising revenue for the year should 
amount to approximately $116,000. 

The Journal staff has introduced a “Letters to the Edi- 
tors” section entitled, Pro/Con, which gives all Associ- 
ation members an opportunity to voice their opinions. 

The Association’s news bulletin, “TMA Action,” has 


been published on an exploratory basis since the first of 


the year. Six issues have been published. 


Since it was well received, the Board of Trustees author- 
ized the Headquarter’s Staff to continue publication during 
the coming year. 

The dates, May 13-15, were officially designated for 
the 1962 Annual Session. Austin previously had been 
selected as site of the meeting. The Inspection Committee’s 
recommendation that the Association accept the invitation 
of the Dallas County Medical Society for the 1963 Annual 


Session was approved, and April 28-30 were designated as 
dates for the meeting. 


AMA Delegates 


Texas Delegates to the AMA reported that resolutions 
introduced by Texas delegates were favorably received by 
the AMA House of Delegates at the Miami Beach meeting 
in June. 

The Texas delegation presented six resolutions. All but 
one of the six were either passed or presented, approved in 
principle, or endorsed by substitute resolution. These ac- 
tions may be found in a comprehensive report published 
in the July issue of the Texas State Journal of Medicine. 

Dr. Milford O. Rouse of Dallas was unanimously re- 
elected as vice-speaker of the AMA House of Delegates. 


Council Reports 


Annual Session.—Final arrangements were completed 
with 24 guest speakers out of a possible total of 26 com- 
mitted. 

Additions made to the overall scientific program, which 
should be attractive to certain groups of the organization: 

Texas Academy of General Practice will present a semi- 
nar on Sunday, April 23. Category I credit will be offered 
to members of the academy. 

The section on EENT has been divided so that the 
ophthalmologists and otolaryngologists will each have a 
complete program on Monday and Tuesday of the meeting. 

The Council has offered to share a guest speaker with 
the Clinical Medicine Section of the Texas Society on 
Aging, in order to enhance the objectives and program of 
the Section. The Committee on Exhibits has planned a 
new group of exhibits which will be simple in design, in- 
expensive to produce, and which present specific themes 
or information of immediate practical value in the care of 
patients. 

Medical Jurisprudence-—The Council on Medical Juris- 
prudence received approval from the Board on its recom- 
mendation that the Association request a place on the pro- 
gram of the next annual meeting of the Texas Hospital 
Association and the Texas Private Clinics and Hospital 
Association to point out that it is cheaper to retain a 
patient and treat him without charge than it is to send 
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the patient to the Veterans Administration. The latter ac- 
tion results in an increase in the VA census, an increase in 
maintenance or in appropriations with tax funds. Thus, the 
VA hospital actually competes against private and non- 
federal public hospitals for patients and personnel, resulting 
in accentuation of critical personnel and of salary problems 
which already exist. 

Public Relations and Public Service—A weekly medical 
column available from the State Department of Health 
designed for weekly newspapers was approved. 

It was felt that each county society shoud make an effort 
to contribute or promote contributions to the Harriet Cun- 
ningham Memorial Fund. 

It was unanimously agreed that additional effort and 
emphasis should be placed upon the young doctor to locate 
in smaller communities and to choose the type of practice 
where there is greatest need. 

The Council approved in principle Dr. May Owen's 
suggestion that a meeting or seminar on medical ethics be 
presented for newspaper reporters. 

Medical Education and Hospitals—Dr. John Truslow, 
medical director of the University of Texas Medical Branch 
at Galveston discussed the revised curriculum whereby 
selected students will be given the opportunity to complete 
the medical curriculum in three calendar years. 

It was reported by the president of the Medical Research 
Foundation of Texas, Dr. Val C. Baird, a total of more 
than $54,000 will be to the three medical schools and to 
two dental schools of the state during the calendar year 
1960. The Council recommended that editorial support be 
given to the Medical Research Foundation of Texas. 

The Council held a round table discussion with Dr. 
Walter Wiggins, secretary of the AMA Council on Medical 
Education and Hospitals, on the problem of medical student 
recruitment. The Council decided to conduct a trial display 
in Texas. Display booths prepared by the AMA for dis- 
tribution of literature to interested students has been found 
to be an effective means of telling medicine’s story to the 
high school student. The Council recommended that each 
county medical society be urged to designate a “Medical 
Careers Committee,” whose chairman will be responsible 
for promoting a career in medicine for promising young 
people. The Board of Trustees was requested to appropriate 
$500, of which approximately $200 will be used to pur- 
chase a “Medical Careers” display booth, and $300 will be 
allocated for the expense of transportation within the state. 

Scientific Advancement—The Council reported the reso- 
lution by the Committee on Mental Health that the Texas 
Medical Association delegates to the American Medical 
Association be instructed to oppose the development of 
ambulatory treatment plans for narcotic addiction and to 
support (1) measures requiring the compulsory civil com- 
mitment of drug addicts to institutions designed for the 
treatment and cure of addiction (2) methods and measures 
advancing rehabilitation of the addict, and (3) establish- 
ment of methods for dissemination of factual information 
on narcotic addiction to the members of the medical pro- 
fession. 

The Council received recommendations of the Committee 
on Tuberculosis for information only and the committee 
was requested to include the material in its report to the 
House of Delegates. The material included proposals that 
the Association support recommendations of the Legislative 
Budget Board to continue support of the state tuberculosis 
hospitals; that the Board increase appropriations to the 
State Department of Health for tuberculosis control, and 
that it establish improved facilities for follow-up of patients 
discharged from state tuberculosis hospitals. The committee 
recommended that the pamphlet “The Chemotherapy of 
Tuberculosis” be secured and sent to county medical so- 
ciety tuberculosis chairmen for distribution, and it also 
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recommended that the Woman’s Auxiliary undertake local 
projects by polling each member of the county society to 
see if individual physicians have unreported cases under 
treatment and to urge them to report such cases. 


The Committee on Nuclear Medicine recommended that 
a proposed. State Radiation Control Act as modified by 
the committee be implemented under the sponsorship of 
the Association and submitted to the next session of the 
Texas Legislature. In part, the committee advised that the 
Radiation Advisory Board work with the State Department 
of Health and under the State Board of Health. Members 
were to include representatives from medicine (2), nuclear 
medicine or physics (1), pathology (1), radiology (1), 
insurance (1), agriculture (1), labor (1), and industry 
(1). 

The Executive Board approved the recommendation 
and referred it to the Council on Medical Jurisprudence 
for implementation. 


The Committee on Rehabilitation recommended that four 
additional members be appointed to the committee, includ- 
ing specialists in internal medicine, orthopedics, geriatrics, 
and pediatrics. It was advised that the scope of the com- 
mittee include accumulation of information on existing 
rehabilitation problems in Texas. The committee recom- 
mended also that the county medical societies be encouraged 
to review rehabilitation programs of their local agencies 
and foundations to determine need for facilities and serv- 
ices and to report to the committee. This was approved 
by the Board. 

The report of the Committee on Nutrition was referred 
to the Council on Annual Session. The committee recom- 
mended that a symposium or panel discussion on some 
aspect of nutrition be included in the program of the 
Association. 

Council on Medical Service and Insurance-—The Council 
reported that the Hospital-Insurance-Physician Joint Advis- 
ory Committee had requested that an additional physician 
be appointed to represent the Association. Dr. A. Rex 
Kirkley, chairman of the Committee on Health Insurance, 
as recommended by the Council, was approved for that 
position. 

The Council reported that Dr. E. K. Blewett, chairman 
of the new Committee on Hospital Care of Rural Medically 
Indigent, gave a detailed account of the current status of 
these indigents and their problems. The opinion was ex- 
pressed that the problem of hospital care of the indigent 
could not be solved by insurance and should be met by 
taxes at a local level. The recommendation was that the 
Association request the governor of Texas to appoint a 
commission to study the problem of hospitalization of the 
indigent in Texas and to make recommendations for a leg- 
islative act to provide adequate hospitalization for the 
medically indigent. 

The Committee on Bracero Insurance and Medical Serv- 
ice reported that the existing problems were largely the 
result of misunderstanding between doctors, farmers, and 
insurance companies. Recommendations include: (1) that 
problems and differences be solved locally through the 
county medical society rather than at the state level; (2) 
that the county medical societies plan an educational pro- 
gram for doctors, farmers, and insurance company repre- 
sentatives at one of their monthly meetings prior to the 
start of the Bracero season. 

Approved also by the Executive Board was the recom- 
mendation of the Committee on Association Insurance, 
which proposed that the committee be authorized to negoti- 
ate a 20 per cent bonus and a change from 3 to 5 years 
coverage for sickness in the disability program to be 
effective for the policy year starting November 1, 1960. 
This would be effected without additional premiums, it 
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has been announced by insurance representatives Charles 
O. Finley and Company. 


Approved also was the committee’s recommendation that 
the Great American Reserve Insurance Company be author- 
ized to allow a member to convert to a permanent plan 
that amount of insurance which is reduced because of a 
change in age bracket while he maintains his term policy, 
if a member so desires. 


1961 Annual Session 


Has International Flavor 


With three, and the probability of four, guest speakers 
from out of the country, the 1961 Annual Session, April 
23-25, in Galveston, promises to bring to the membership 
an outstanding scientific program. Dr. John B. Fawcitt, 
radiologist, and Dr. Kathleen Raines, anesthesiologist, both 
of England; and Dr. Walter C. MacKenzie of the Royal 
College of Surgeons of Canada, will attend. A guest from 
France also is expected and will bring the total list of 
guest speakers to 28. 

In addition to international and national speakers, some 
150 Texas Medical Association members will appear on 
section and related organization programs. A symposium 
on nuclear medicine, a Texas Academy of General Practice 
seminar, and a symposium on cerebral palsy also will be 
offered. 

The remodeled Buccaneer and the Galvez have been 
designated jointly as headquarters hotels for the Associa- 
tion. Scientific meetings sponsored by the Association and 
its 23 related and specialty societies will be held in the 
new Moody Center, located between the Buccaneer and the 
Galvez, and in the hotels. The Woman’s Auxiliary will 
make its headquarters at the Jack Tar Hotel. Officers, and 
members of boards, councils, and committees are entitled 
to priority consideration at the headquarters hotels. TMA 
members are invited to write directly to the hotel or motel 
of their choice for accommodations. 


Most of the facilities are located along the seawall boul- 
evard, facing directly onto the Gulf of Mexico, and are 
readily accessible to the convention area. First-class accom- 


modations may be secured at the following hotels and 
motels: 


Buccaneer Hotel 
2228 Boulevard 


Galvez Hotel 
Moody and Boulevard 


Jack Tar Hotel 
6th and Boulevard 


Jean Lafitte Hotel 
2105 Church 


The Seahorse Hotel 
3402 Boulevard 


Coronado Courts (annex) 
2620 Boulevard 


Playground Courts Motel 
728 Boulevard 


Driftwood Motor Hotel 
3128 Boulevard 


Gaido Motor Hotel 
38th and Boulevard 
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Boulevard Motel 
3202 Boulevard 


Ocean Vue Motel 
3008 Boulevard 


S. S. Snort Hotel 
1128 Boulevard 


Seawall Hotel 
1702 Boulevard 


S. S. Galveston Hotel 
802 Boulevard 


Treasure Isle Motel 
1002 Boulevard 


Al West Motel 
2027 Rosenburg (25th) 


Surf Motel 
928 Boulevard 


Mariner Motel 
1602 Boulevard 












PROFILE IN LEADERSHIP 


Medicine's G. V. Brindley of Temple, Texas: 


“To be a success as a physician, you must study, love, 
and live medicine. Medicine must be your life. Without 
this point of view, the practice of medicine will be an 
unpleasant task; but with this conception of medicine you 
will find life filled with thrills, enchantment, joy and 
service...” 


These were the words of Dr. G. V. Brindley, Sr., when 
as president of the Texas Medical Association, he addressed 
the 1949 graduating class at The University of Texas 
Medical Branch in Galveston. 

During the Fort Worth annual session of the Texas 
Medical Association in April of this year, Dr. Brindley 
was honored by delegates and trustees for 50 years of 
service of the kind described in the commencement talk. 

George Valter Brindley is a small town boy who made 
good—in another small town. The geographical bound- 
aries of the latter, however, have not prevented his rise 
as a surgeon of national reputation, a leader in organized 
medicine, and one of the most admired friends of in- 
numerable American doctors. 


The eighty-fourth president of the Texas Medical As- 
sociation was born in 1886 on a farm near Maypearl in 
Ellis County. He was one of six children. After attending 
Grandview Junior College, he received his medical degree 
from The University of Texas Medical Branch in 1911 
and interned at John Sealy Hospital. 

“I knew Brindley at that time,’ Dr. H. R. Dudgeon 
said many years later. “He was a man. I will say he was 
an humble man, even as a student, and he has been 
humble throughout the years. I want to define humility 
for you. It doesn’t mean going around licking somebody’s 
shoes—it means possessing that rare quality of mind which 
enables a man to discover his own defects and deficiencies, 
coupled with an energetic determination to remedy them 

Dr. Brindley’s course: in life was set, when he interned 
and took his residency at Scott and White Hospital in 
Temple. He never left, except for annual monthly leaves 
for postgraduate study, becoming, instead, senior surgeon, 
a member of the Hospital board of trustees, and a president 
of the Scott and White Clinic board of directors. He has 
also been associate chief surgeon of the Gulf, Colorado, 
and Santa Fe Hospital in Temple. 

In 1913, Dr. Brindley married Miss Arabella Owens of 
Elgin. All three of their sons are doctors of medicine. Dr. 
G. V. Brindley, Jr., is doing general and chest surgery 
in Temple. Dr. Clyde Owens Brindley is engaged in 
research in chemotherapy of cancer in Bethesda, Md., and 
Dr. Hanes Hanby Brindley specializes in orthopedic sur- 
gery in Temple. 

Though all the Temple Brindleys and their families lead 
busy and separate lives most of the week, they sit together 
every Sunday in their family pew at the Temple Baptist 
Church and then go home to the senior Brindley residence 
for Sunday dinner. The keeping of this weekly date is of 
such importance to certain members of the clan that Mrs. 
Brindley has been known to set the Sunday dinner table 
on Friday before leaving for a medical conference which 
would keep her and G. V., Sr., out of town until Sunday 
noon. 


Dr. Brindley’s work in behalf of organized medicine, 


“You Will Find Life Filled with Thrills...” 


begun soon after his medical school graduation, saw him 
become chairman of the Texas Medical Association Section 
on Obstetrics and Gynecology in 1919. He was president 
of the Bell County Medical Society in 1931, Councilor of 
District 12, and chairman of the Board of Councilors 
before being named President-Elect in 1948. 

During Dr. Brindley’s presidency, the Texas Medical 
Association was in the throes of working on architects’ 
plans for its new headquarters building in Austin. That 
year, the Association expanded its public relations and 
public education activities; held a special session of the 
House of Delegates in July to consider location of a new 
state medical school, finally recommending Dallas; and 
departmentalized the Central Office, because a growing 
volume of work necessitated the division of duties by staff 
members. As other presidents of the Association had done, 
Dr. Brindley emphasized freedom for the medical profes- 
sion. He urged establishment of a state grievance committee 
and recommended establishment of a code of cooperation 


between the medical profession, hospitals, and press and 
radio of Texas. 


The plaque presented to Dr. Brindley at the 1960 annual 
session came in a surprise ceremony as he retired at the 
end of his second 5-year term on the Association board of 
trustees and as its current vice-chairman. 

Though considered the sternest of disciplinarians in the 
operating room, Dr. Brindley outside that room is pos- 
sessed of a friendly, outgoing personality and an almost 
courtly manner. “He is more nearly like a Victorian gen- 
tleman than anyone I have ever known,” reports one of 
his medical friends. “I have heard him raise his voice in 
anger only once in all the years I have known him.” 

The Temple doctor has been president of the Texas 
Surgical Society, the Southern Surgical Association, the 
American Cancer 
Society (which has 
since named him an 
honorary life mem- 
ber of its board), 
and the Alumni As- 
sociation of The 
University of Texas 
Medical Branch (he 
is a lecturer in sur- 
gery at the school). 
For many years, he 
served as Governor 
of the American 
College of Surgeons 
and until recently 
he was a member of 
its Board of Re- 
gents. He has done 
extensive research 
on cancer of the 
colon. 

In addition to his 
medical activities, 
Dr. Brindley man- 
ages to be a Shriner, 
a Rotarian, and a 





seaman 
Seta at 
A ln 











































































































trustee of Mary Hardin-Baylor College. 

As the accompanying photograph attests, the physician’s 
favorite recreation is golf, which he plays on weekends, 
usually with his sons. (“One time he made a hole in one— 
which was a wonderful day!” confides Mrs. Brindley.) 
He is also a small-scale farmer and indulges in a deer hunt 
every year. 

“If you really want to know G. V. Brindley,” says a 
colleague in summary, “notice his hands. They bear the 
marks of the kind of surgeon he is. Besides—he’s got 
the warmest handshake in the state.” 

Thus, another profile in leadership: Dr. George Valter 
Brindley, who practices the brand of medicine he 
preaches. 






RECENT 
DEATHS 


DR. S. D. WHITTEN 


Dr. Samuel David Whitten, a Greenville general prac- 
titioner and a former vice-president of Texas Medical 
Association, died in a Dallas hospital on July 22, 1960. He 
had been in ill health for a year. 

He was born in Florence, Ala., on October 16, 1885, 
moving to Texas as a child. His preliminary education was 
in Leonard, and he received his bachelor of science degree 
from East Texas State College at Commerce, and his medi- 
cal degree from the Medical Department of Texas Christian 
University, Fort Worth, in 1913. 

He served his internship and residency at the Torbett 
Clinic and Hospital, Marlin. He also took postgraduate 
work at New Orleans and at Chicago. 

He was married August 30, 1911, to Mrs. Rosa Miller at 
Yowell. She died December 31, 1943. In 1945, he married 
Miss Clara Mae Jones, who survives. 

Elected an honorary member of Texas Medical Associa- 
tion in 1954, Dr. Whitten had served as president of Hunt- 
Rockwall-Raines Counties Medical Society in 1946, and 
had previously served as president and secretary of Falls 
and Hunt County Societies. He was vice-president of TMA 
in 1936, and in 1946-1947. He also served as District 
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Society 14 president. 

A Methodist, Mason, and Shriner, Dr. Whitten served 
for 30 years as an advisor for the Order of DeMolay. He 
taught Sunday School classes and he was a member of the 
board of stewards of his church. He had been president of 
the Greenville Lions Club. 

Survivors are his wife of Greenville; a daughter, Mrs. 
Truett Crim, Greenville; a son, Noble D. Jones, Baytown; 
and five grandchildren. 


DR. C. D. LINDLEY 


Dr. Calvin Denton Lindley of Carrizo Springs died June 
3, 1960, in a Crystal City hospital. 

Dr. Lindley was born in Dublin, Texas, on December 
10, 1878. He was the son of Dr. David Lindley and 
Nancy Josephine (Denton) Lindley. His preliminary edu- 
cation was in Burkett: He attended the University of Nash- 
ville in Tennessee in 1895, the Fort Worth School of 
Medicine in 1896, and the University of the South at 
Sewanee, Tenn., from which he received his medical degree 
in January, 1901. He also took postgraduate work from 
Loyola University, New Orleans, in 1917. He had prac- 
ticed medicine in Archer City, Sweetwater, Brady, and Car- 
rizo Springs, where he practiced for 35 years, although his 
practice was limited to his office after he suffered a cere- 
bral thrombosis in 1945. 

On June 10, 1941, he married the former Miss Elnorna 
Leslie of Grand Prairie. 

Dr. Lindley was elected an honorary member of Texas 
Medical Association in 1947; he was a member of the 
American Medical Association, and he had belonged to 
the Palo Pinto-Parker-Young-Jack-Archer Counties Medical 
Society, the Nolan-Fisher-Mitchell Counties Medical Society, 
and the LaSalle-Frio-Dimmit Counties Medical Society, of 
which he was president in 1932 and 1933. He was a past 
president and an honorary member of the Rotary Club at 
Carrizo Springs, a member of the Elks Lodge, and of the 
Christian Church. 

He had served three terms as mayor of Carrizo Springs. 

Survivors include his wife; two sons, D. Ray Lindley, 
Ph.D., president of Texas Christian University at Fort 
Worth; Dr. Harold Lindley, a physician at Pecos; a daugh- 
ter, Mrs. G. O. Hamrick of Dallas; and six grandchildren, 
one of whom is Dr. Gene Ray Lindley, a physician at 
Brownwood. 






DR. C. D. LINDLEY 


TEXAS State Journal of Medicine, OCTOBER, 1960 


